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The Reese Dermatome makes it pos- 
sible to excise, consistently and ac- 
curately, split skin grafts from .008” 
to .034”—and to transplant such 
grafts to most recipient sites without 
stretching or contraction of the ex- 
cised skin—and without the incon- 
venience of an exposed “sticky” 
surface. 


The Reese Dermatape, an especially 
designed adhesive tape, picks up 
and splints the graft during excision 
and transplantation. 


The Dermatape is mechanically at- 
tached — not cemented — to the face 
of the Dermatome drum. 


The Dermatape, with the graft ad- 
hering to it, is detached from the 
drum, tailored to fit the recipient 
area, and anchored in place with 
dressings alone — without the aid of 
sutures. 


The Dermatape loses its adhesion to 


the graft within five days and may 
be peeled away at the time of the 
first dressing without disturbing the 
newly grafted skin. 
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the transplantation process. 
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INTERRUPTED my activity report 

last month to tell you, by way 
of diversion, some interesting things 
about the earlier days of the Penn- 
sylvania Hospital. Now I shall have 
to catch up. January 7 found me 
in New York joining with Messrs. 
Hayes and Bugbee and Dr. Wilin- 
sky to represent the American Hos- 
pital Association at an all-day 
meeting of the Inter-Association 
Committee. 

Near the end of January I at- 
tended three meetings in Washing- 
ton, D.C. One day was with the 
Association’s Veterans Committee, 
another with the Liaison Commit- 
tee in session with representatives 
of the American Legion, and the 


Introducing the NEW 


third day I sat with the Council on 
Government Relations. 

On February 6 I journeyed to 
Chicago, returning to Philadelphia 
on the twelfth. I devoted the ma- 
jor part of one day to the Associa- 
tion staff at headquarters. Then fol- 
lowed an all-day meeting of the 
Board of Trustees. All this was 
topped off with a two-day session of 
the Mid-Year Conference. 


I was most favorably impressed 
with the attendance at the Mid- 
Year Conference in Chicago early 
in February. The conference is held 
annually for presidents and secre- 
taries of state, provincial and re- 
gional associations. 
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ute autoclave technique, the Inform Con- 
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The Pellet in the Inform Control will melt 
only when the temperature reaches 230° F. 
for the time necessary to insure bacteriolog- 
ically-accepted formula. 
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The program this year, I thought, 
was particularly good. Prominence 
was given the subject of fire insur- 
ance rates. Ritz Heerman of Los 
Angeles, chairman of the Council 
on Administrative Practice, sub- 
mitted an excellent report on prog- 
ress to date with respect to studies 
and negotiations which have re- 
sulted in substantial reductions of 
rates in several states. It is esti- 
mated that during the last five years 
hospitals have paid $16,200,000 in 
premiums for fire insurance cover- 
age. The new or adjusted rates re- 
sulting from the council’s negotia- 
tions are calculated to effect a 
saving of from 15 per cent to 30 per 
cent. On the assumption that the 
figure can reasonably be placed at 
20 per cent, the saving hospitals can 
realize will approximate three and 
a quarter million dollars. 

This is but another good illustra- 
tion of the value of the American 
Hospital Association. Although a 
very substantial number of qualify- 
ing hospitals are members of the 
Association and their dues are mak- 
ing possible accomplishments such 
as that performed by the Commit- 
tee on Insurance for Hospitals, 
there are many hospitals getting the 
advantages of these accomplish- 
ments without financially and oth- 
erwise supporting the Association 
or participating in its affairs. I have 
been unable, over the years, to de- 
termine whether it is because of 
rank indifference or just plain self- 
ishness. 


My VIsIT to the Association 
headquarters building again im- 
pressed upon me the urgency for 
an early decision with respect to 
new and enlarged facilities for the 
Association staff and the many Op- 
erational functions with which the 
staff is concerned. It is important 
that the Association carry on its 
business in a building of adequate 
size with provision for expansion 
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as the need may arise. It is essen- 
tial that the home office be in 
keeping with the dignity of the 
Association and the position it has 
earned. 


On THE evening of January 15, 
some 350 friends of Dr. Joseph C. 
Doane gathered at the Warwick 
Hotel in Philadelphia to honor him 
as a physician, hospital administra- 
tor, educator and humanitarian. 
Dr. Doane had but recently retired 
as medical director of the Jewish 
Hospital after a tenure of 21 years. 
Prior to that assignment he served 
for 10 years as medical director 
and superintendent of the Phila- 
delphia General Hospital. It was 
my privilege to officially represent 
the American Hospital Association 
and to speak in its behalf. More 
than that, the occasion afforded me 
the opportunity of publicly paying 
tribute in some small measure to 
a friend and adviser of long stand- 
ing. 

Joe Doane will be remembered 
by many of you for the contribu- 
tions he has made to the fields of 
medicine, health, education and 
hospital administration. He will be 
remembered as a past president of 
the American Hospital Association, 
as an outstanding hospital admin- 
istrator, as a planner of hospitals 
and surveyor of community health 
resources, as an eminent medical 
practitioner, as a fluent writer on 
medical and hospital topics, as an 
editor of one of our leading hos- 
pital journals, as a speaker, and 
as a teacher. 

Dr. Doane plans to continue the 
practice of internal medicine. He 
will continue on the faculty of 
Temple University Medical School 
and act as educational adviser to 
the Jewish Hospital. I suspect he 
will also continue his interest in 
all phases of activity with which 
he has been identified over the 
years. 


Le you who knew Dr. Claude 
Munger, I was saddened to learn 
of his passing early in February. 
He had been in ill health for a 
considerable period of time. I had 
the good fortune of working closely 
with him several years on the 
Council on Government Relations. 
He was one of the nation’s out- 
standing hospital administrators, 


an educator, a hospital planner 
and health facility surveyor of 
note. He was a past president of 
the Association and last year re- 
ceived the Association’s Award of 
Merit for outstanding achievement 
in the hospital and health fields. 


Aw EXTRAORDINARILY interesting 
experiment was conducted at the 
Pennsylvania Hospital January 16 
in the form of a workshop on hos- 
pital careers. A full day was de- 
voted to presenting a program for 
the benefit of high school guidance 
counselors, making available to 
them the latest information on ca- 
reer opportunities in hospitals. 
From Philadelphia and environs 74 
people, representing 54 _ schools, 
came to the hospital to participate 
in the workshop conferences. 

From nine o’clock in the morn- 
ing until shortly after noon, there 
was a symposium presentation by 
representatives of the several spe- 
cialty departments of the hospital 
where career opportunities exist. 
I think it is fair to state that very 
few, if any, of the counselors real- 
ized until after the series of short 
presentations that the average hos- 
pital offers so many career oppor- 
tunities. Emphasis was placed on 
medicine, nursing (men and wom- 
en), laboratory and x-ray tech- 
nology, personnel relations, social 
service, physical therapy, dietetics, 
accounting, purchasing, secretarial, 
medical records and administra- 
tion positions. 

After luncheon, which inciden- 
tally was provided by the hospital, 
three rotating workshop confer- 
ences were held to permit every- 
one in attendance an opportunity 
to discuss the subjects with those 
who presented them at the morn- 
ing session. 

This experiment was conclusive- 
ly successful in that the high 
school counselors, who are advis- 
ing youngsters concerning career 
opportunties, left the conference 
with more than a passing knowl- 
edge of hospital function and the 
need of specialized personnel re- 
quired to operate it. 


h=s—— 


John N. Hatfield, President, 
American Hospital Association 
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Government reimbursing 


What policy do public agencies follow 
in reimbursing hospitals for the care of 
patients who are the responsibility of the 
government? 


The policy bulletin of the U.S. 
Children’s Bureau, “Purchase of 
Hospital Care, a Bulletin for State 
Agencies Administering Services 
for Maternal and Child Health and 
Crippled Children,” revised July 
1949, contains this paragraph as 
Item IV on page 6 in regard to 
payment on the basis of cost for 
services rendered: 


“The policy for the purchase of 
hospital care by public agencies, at 
rates related to cost, has been de- 
veloped upon the principle that the 
public agency should pay the cost 
of providing care rendered to per- 
sons for whom the public agency 
is responsible unless such costs are 
excessive. It is recognized that any 
differences between the cost of pro- 
ducing the care and the payment 
that a hospital receives for the care 
must be made up by a hospital 
from some source. Voluntary hos- 
pitals should not have to seek pri- 
vate funds in order to underwrite 
costs involved in furnishing serv- 
ices to patients whose care has 
been accepted as a responsibility 


to be discharged through public: 


tax monies.” 

These policies of the Children’s 
Bureau are not binding upon state 
agencies, but they carry a good 
deal of weight—ALBERT V. WHITE- 
HALL. 


Patients’ opinions 


Do you have a package library which 
illustrates various questionnaires distrib- 
uted to patients for the purpose of evaluat- 
ing hospital services? 

Articles on this subject have 
been published in the following 
magazines: 

“Polling Patient Opinion.” Mrs. 
Margaret Randall. HOSPITALS, Oc- 
tober 1947. 21: 41-43. 

“We Dared to Ask Our Pa- 
tients.” Andrew Q. Allen. Texas 
Hospitals, October 1946. 2: 6. 

“What They Think of Us.” T. 
Stewart Hamilton, M.D. Modern 
Hospital, September 1948. 71: 92- 
96. 


24 


“The Patient’s Voice.” Ralph I. 
Steen. Modern Hospital, July 1946. 
67: 64-65. 

“Our Patients Respond.’ Beth 
David Hospital Bulletin, New 
York, January 1949. 1: 1-3. 

“Hospital Poll Keeps Tab on Pa- 
tients’ Sentiments.” Hospital Man- 
agement, March 1948. 65: 81-82. 


Questionnaire from Grace-New 
Haven Community Hospital, New 
Haven 4, Conn. 

This package library may be 
borrowed from the Library of the 
American Hospital Association — 
Asa S. Bacon Memorial, 18 E. 
Division Street, Chicago 10.— 
HELEN V. PRUITT. 


Resiliency of floors 


Has there been any research on the 
resiliency of asphalt tile as compared with 
wood? If so, what were the results of the 
comparison? 


The National Bureau of Stand- 
ards has done research work on 
the resiliency of various types of 
floors. Resiliency was measured in 
terms of a direct ratio to the in- 
dentation developed in the test. 
This showed short strip maple to 
have an indentation of one-half; 
strip white oak, 1; strip yellow 
pine, 2; asphalt tile, 2; rubber tile, 
3; battleship linoleum, 16. Thus, 
asphalt tile is more resilient than 
short strip maple or white oak but 
has the same resiliency as yellow 
pine. 

The report on this work also 
points out that fatigue effects can- 
not be' measured directly, since 
various factors such as the activi- 
ties performed, the kind of shoes 
worn and the weight of the indi- 
vidual all complicate the formula. 
It suggests that the contribution 
of any flooring to fatigue probably 
can be measured only through the 
resiliency figures just given. 

The following quotation from 
the work is interesting: 

“The problem of attitudes on the 
part of occupants is the most im- 
portant item, which at present 
seems to determine the choice of 
floor used. These attitu@es are not 
limited to the physical properties 
of floors, with which this paper is 
concerned, but with such matters 


as preconceived opinions and at- 
tractiveness. The solution of these 
aspects depends upon the edurca- 
tion of occupants to overcome pre- 
conceived ideas and the develop- 
ment of attractive treatments of 
floor surfaces by architects and 
engineers.” 

This report is published in a 
paper entitled “Sanitary and Phys- 
iological Aspects of Flooring Ma- 
terials,” written by Joseph Dalla- 
balle and issued by the U.S. Public 
Health Service as Reprint #2200 
from Public Health Reports, Vol. 
55, No. 42 — October 18, 1940 — 
pages 1884 to 1892. This reprint 
was available-from the Superin- 
tendent of Documents, U.S. Gov- 
ernment Printing Office, Washing- 
ton 25, D. C., at a price of 5 cents. 
If it is no longer available there, 
it can be borrowed from the Li- 
brary of the American Hospital 
Association, Asa S. Bacon Memor- 
ial. 

In another reference provided 


‘by the Association’s library, Dr. 


Lucius R. Wilson, a hospital su- 
perintendent, calls attention to the 
fact that the resiliency of asphalt 
floors is somewhat increased by in- 
stalling it over felt. 


I seriously question whether the 
slight difference in resiliency has 
any marked effect on fatigue. This 
might be debatable with respect to 
some occupation such as nursing, 
where a great deal of walking dur- 
ing the day is involved. For other 
occupations that entail occasional 
walking and a certain amount of 
standing, I believe it is largely, as 
the author of the first mentioned 
study cited, almost entirely a mat- 
ter of prejudice and susceptible 
only to convincing argument and 
education.—Roy HUDENBURG. 


Percentages of depreciation 


What percentages of depreciation does 
the American Hospital Association recom- 
mend for buildings, furnishings, furniture 
and equipment? 


In the American Hospital As- 
sociation’s recently published ac- 
counting manual there is assigned 
an estimated life in years to prac- 
tically each item falling under the 
last three categories of assets men- 
tioned above. This material ap- 
pears on pages 138 through 147 
in the revised accounting manual. 
Also, the United Hospital Fund’s 
book, “Accounting, Statistics and 
Business Office Procedures for Hos- 
pitals,” gives individual deprecia- 
tion rates for substantially all the 
items. 

The matter of an adequate rate 
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Worldwide 
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gay complement for a proud occasion, friendly stimulus 


for a pleasant convalescence. 


Fresh, top-quality Hospital FLOWERS now come prearranged 


in attractive vases with chemical “long life” water. 
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of depreciation for buildings has 
always been a debatable subject. 
Many hospitals are using a rate of 
2 per cent for brick buildings, but 
I think a rate of 2.5 per cent is far 
more realistic. As a matter of fact, 
a survey made some years ago 
would indicate that a rate of 3 per 
cent could be supported in view 
of the “modernization and demoli- 
tion” experience of the 384 hospi- 
tals surveyed. I should think that 
the administrator’s own opinion of 
when his hospital structure will 


become obsolete would be a factor 
in determining whether to increase 
the rate of depreciation from 2.5 
per cent to 3 per cent. 

We in the American Hospital 
Association, as well as the USS. 
Children’s Bureau and other fed- 
eral agencies concerned with the 
Government Reimbursable Cost 
Formula, which includes deprecia- 
tion, are inclined to follow the 
principles and regulations of the 
Bureau of Internal Revenue in 
matters of depreciation rates. The 
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Make this step forward by letting us add 
the Powers Magazine Cassette to your 


present equipment. 


Used with Powérs X-Ray Paper in perfo- 
rated rolls, the Powers Magazine Cassette 


makes 50 full-sized radiographs without 
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lities or chemicals is required. In effect, the 


unit doubles your present X-Ray capacity, 
cuts cost per X-Ray in half. 


You can avail yourself of the Powers Magazine 


Cassette without equipment investment. Write for 


complete information and literature. 





bureau has a fine publication in 
this regard, known as “Bulletin E,” 
which may be obtained from the 
Superintendent of Documents, U.S, 
Government Printing Office, Wash- 
ington 25, D. C., for 15 cents. This 
bulletin clearly states that the ele- 
ment of obsolescence is quite im- 
portant in setting of depreciation 
rates.—WILLIAM H. MARKEY Jr. 


Anesthetic explosions 


I have heard varying opinions of ex- 
perts regarding high humidity as a safe- 
guard against anesthetic explosions. Some 
say that high relative humidity is no safe. 
guard against anesthetic explosions, while 
others say that in relative humidity above 
45 per cent it is difficult to form an igni- 
ting spark and in humidity of 60 per cent 
or more it is impossible. Can you clarify 
this conflict? 

In this connection I refer to a 
paper having to do with the Lahey 
Clinic explosion of 1938 and sub- 
sequent experiments performed by 
Dr. J. Warren Horton and his col- 
laborators. This paper, ‘Preven- 
tion of Ignition of Anesthetic Cases 
by Static Sparks,” written by Phil- 
lip D. Woodbridge, M.D., Boston, 
J. Warren Horton, Sc.D., Cam- 
bridge, Mass., and Karl Connell, 
M.D., Branch, N. Y., appeared in 
the Journal of the American Med- 
ical Association, August 26, 1939, 
Volume 113, pages 740 to 744. 

Doctor Horton states: “The ex- 
plosion in question occurred des- 
pite the presence of from 60 to 65 
per cent relative humidity in the 
operating room.” 

Later in the paper he says: “At 
a later date conditions were set up 
that duplicated as nearly as pos- 
sible those existing at the time of 
the explosion, and various obser- 
vations were made. Even in the 
presence of approximately 65 per 
cent relative humidity, sparks of 
sufficient intensity to ignite explo- 
sive mixes were obtained.” 

The paper continues: “Adequate 
protection against the latter elec- 
trostatic sparks is not necessarily 
obtained by providing a relative 
humidity as high as 60 per cent.” 

At a meeting of the Committee 
on Hospital Operating Rooms, we 
were told of work that produced 
static sparks capable of igniting 
anesthetic mixtures in a relative 
humidity of 72 per cent. 

This seems to be conclusive tes- 
timony that high humidity is no 
sure protection against static ac- 
cumulation. On the other hand, a 
humidity of 50 per cent is advis- 
able as a control of airborne bac- 
teria.—Roy HuDENBURG. 
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In Cardiovascular Failure 
spe 


Sodium restriction is an essential part of the modern 
management of cardiovascular failure. But, without 


seasoning, low sodium diets are difficult to endure. 


Neocurtasal, completely sodium free salt, palatably seasons 
all foods. Neocurtasal looks and is used like ordinary 
table salt. Available in convenient 2 oz. shakers 


and 8 oz. bottles. 


Constituents: Potassium chloride, ammonium chloride, potassium 
formate, calcium formate, magnesium citrate and starch. Potassium 


content 36%; chloride 39.3%; calcium 0.3%; magnesium 0.2%. 


Neocurtasal, trademark reg. U. S. & Canada Write for pads of diet sheets 
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ON TRENDS IN ACCOUNTS RECEIVABLE 


recent increasing trend in the 
number of accounts receivable. The 
reasons for this, along with some 
plans regarding credit and collec- 
tions procedure are discussed here 
by five administrators writing in 
answer to the question: ‘““Have you 
found accounts receivable tending 
to rise recently? If so, what 
changes have you made, or do you 
contemplate, in your credit and 
collection procedure?” 


oe HOSPITALS have reported a 


Series of letters reminds 
patients of unpaid bills 


A DEPRESSED ECONOMY, with 
growing unemployment, has in- 
creased receivables. Fewer pa- 
tients make admission deposits; 
more are unable to pay in full at 
discharge, and payments on prom- 
issory notes are smaller and extend 
over longer periods. Receivables 
now are more frequently evaluated 
and currently stand at 98 per cent 
—off .5 per cent from a year ago. 

Our credit procedure is as fol- 
lows: 

Admitting officers are thorough- 
ly oriented to their importance in 
the total scheme. ‘With discreet 
judgment, 
known to be a gafe credit risk, 
they make an effort to secure an 
admission deposit; record complete 
information as to how, when and 
by whom the account will be paid; 
seek other pertinent data for fol- 
low-up, and evaluate and code the 
credit risk, based upon interview 
impressions. (Periodically admit- 
ting officers are assigned to work 
with credit follow-up personnel to 
impress upon these admitting offi- 
cers that only they can provide the 
necessary tools for successful col- 
lection.) 

Within a few hours after admis- 
sion, a financial arrangements clerk 
double-checks admission data with 
the credit bureau and confirms the 
insurance benefits. Findings may 
require additional contact with the 
patient, a relative, a close friend, 
the patient’s employer or referen- 
ces to confirm or enlarge facts re- 
vealed at admission. She follows 
that patient’s financial course dur- 


30 


unless the patient is’ 


ing his confinement and, if full 
payment is not made at discharge, 
assists the patient or sponsor to ar- 
range for a term loan, of up to 24 
months at 8 per cent per annum, 
through a local bank. The hospital, 
unknown to the patient, endorses 
a note and receives full payment 
upon its presentation to the bank. 

When an account “sours” be- 
cause notes are not paid or where 
credit was extended with no signed 
guarantee, the problem is turned 
over to a collection clerk who re- 
minds the debtor by telephone or 
mail. Ten days later a series of 
individualized collection letters 
begins, first in a whisper and then 
in a shout. After 40 days and four 
letters, the last appeal, printed on 
credit bureau stationery, is mailed. 
It points out the value of good 
credit in the community and warns 
the debtor of impending referral 
to a collection agency—with costs 
added. Finally, the dead-beat bills 
are discounted with the agency, 
and we are, as Hawaiians say, 
“pau” (through).—Car. I. FLATH, 
administrator, the Queen’s Hospi- 
tal, Honolulu. 


Study of patients’ finances 
helps curtail bad debts 


IN CHECKING over our accounts 
receivable, I find that there has 
been a steady increase in the last 
few years. I think that the major 
portion of this increase has been 
due to our increase in rates of 
charges to patients and is not prim- 
arily a reflection of delinquent ac- 
counts. The steps we have taken 
to hold our bad debts to a min- 
imum have been more or less as 
follows: 

1. A careful investigation of pa- 
tients’ finances and an extra effort 
made to place them in accommoda- 
tions they can afford. 

2. Converting a number of pri- 
vate rooms to semiprivate accom- 
modations to take care of an in- 
creasing demand for less expensive 
rooms. 

3. Requiring a week’s payment 
in advance for all semiprivate and 
ward accommodations. 

There is no doubt that collections 


are growing increasingly difficult, 
and I think the situation will have 
to be watched even more closely 
in the future——CarRROLL D. Hut, 
director, Union Memorial Hospital, 
Baltimore. 


Promissory note, form letter 
used to combat increase 


OuR ACCOUNTS receivable have 
been increasing lately, and we are 
trying two new ideas to stop this, 
First, when patients leave the hos- 
pital owing a balance, we set up 
a definite plan for payment 
through the use of a promissory 
note form. Second, upon admission 
we ask all patients who have a 
hospital insurance policy other 
than Blue-Cross to sign a request 
to the insurance company that 
benefits be paid directly to the 
hospital. We try to estimate what 
their benefits will be and collect 
the difference in the same manner 
as with Blue Cross patients. 

The promissory note, a mimeo- 
graphed form on the top half of a 
standard 84%” x 11” sheet, outlines 
the agreement made between the 
hospital and person responsible for 
the unpaid balance of the discharg- 
ed patient’s bill. Specifically, it 
contains the amount of each pay- 
ment and the exact date payments 
are to be made and indicates the 
termination date of the note. This 
is signed by the person responsible 
for the bill and co-signed if pos- 


. sible. It is witnessed by the clerk 


handling the note. It calls for 6 
per cent interest per annum, to be 
applied only after the date agreed 
upon for final payment. 

The bottom of this note is ar- 
ranged to record the name of the 
patient, the signer of the note, his 
address and- phone number, his 
employer’s name and phone num- 
ber and his pay days. We list the 
name, address and phone number 
of a relative or close friend to be 
used to locate the signer in case 
he moves away. Simplified ac- 
counting of each note is also done, 
in block form, on the bottom half. 
Columns show at a glance the date 
of payments, balance, date of next 
payment due and remarks. 

These forms are filed by the date 
of the next payment due, whether 
this be the original date agreed 
upon or a subsequent promise. 
When the date of the next payment 
due has passed without a payment, 
the note is then filed alphabetically 
for further action. In following uP 
on these balances we try to be 
prompt in phoning or mailing n0- 
tices, and we refer to the payment 
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owed on the note rather than on 
the hospital bill. 

Our second effort is made to col- 
lect hospital bills of patients with 
hospitalization insurance policies. 
The form for this is also on letter- 
size paper, the top half of which 
is the letter to the insurance com- 
pany. This is detached and mailed, 
together with a copy of the final 
bill, after the patient is discharged. 

The bottom half of this second 
form contains spaces to list the 
coverage offered by the policy. We 


have tried to denote waiting per- 
iods, room rate, number of days 
covered and maximums placed on 
medicines, on other special serv- 
ices and on the total amount. We 
keep this form with the ledger 
card and use it to estimate the 
amount to be collected from the 
patient at the end of each week and 
upon discharge. We often have to 
make adjustments when the check 
from the insurer comes in, but 
these are minor. We would rather, 
of course, collect the entire amount 





PROVED Best for Babies... 


IN 25 YEARS OF USE IN HOSPITALS ALL OVER AMERICA 
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LIQUID 


San 


BABY SOAP 


BABY SAN is celebrating its 25th year of service to American 
hospitals. Clean, soothing Baby-San care has become a tradition... 
recognized the nation over as a safe, simple baby bath routine. Today, 
as the rising birth rates place new burdens on hospitals, Baby-San 


plays an important role... 


in helping keep babies happy and 


healthy, in saving precious minutes on the nurses schedule. Write 


today for sample or demonstration. 


HUNTINGTON LABORATORIES, 


INC. 


HUNTINGTON, INDIANA - TORONTO 





from the patient, but generally 
this is not practical since these 
people have planned on having 
the insurance pay their bill. 

When asked if these systems 
work, all we can say is that we 
have tried them and are encour- 
aged.—HENRY J. MEINERS, super- 
intendent, Cushing Memorial Hos- 
pital, Leavenworth, Kan. 


Accounts receivable show 
great increase since 1945 


ACCOUNTS RECEIVABLE reached an 


all-time low in 1945. Since that | 


date the trend has been upward. 
Accounts receivable on December 
31, 1947, had doubled over the 
same date in 1946, and at the end 
of 1949 they had again increased 
15 per cent over the same date in 
1947. 

While accounts receivable have 
greatly increased percentage-wise, 
the actual dollar value is not 
alarming. Contract services now 
represent such a large volume of 
total income of the hospital that 
the collection problem is consider- 
ably different than it was a few 
years ago. For the year 1949 Blue 
Cross, commercial hospital insur- 
ance, the Industrial Commission of 
Ohio, and county and state agen- 
cies paid for approximately 75 per 
cent of all patients admitted to this 
hospital. Accounts receivable, 
therefore, accumulated on only 25 
per cent of the entire volume. 

In the 25 per cent not covered by 
contract services are patients who 
are not protected by some type of 
hospital insurance or the respon- 
sibility of some government agen- 
cy. To some extent the 25 per cent 
includes the persons in the com- 
munity who were never frugal and 
were always the collection prob- 
lem of the hospital. 

In order to keep possible collec- 
tion losses to a minimum, we have 
always practiced careful analysis 
of the patient’s ability to pay at 
the time of admission. An alert, 
experienced admitting officer is the 
first prerequisite to good collection. 

Doubtful inpatient accounts are 
reviewed daily by the accounting 
office personnel. Interviews are 
conducted with a_ responsible 
member of the patient’s family if 
an account appears to be develop- 
ing into a financial problem. Much 
can be done in a personal inter- 
view with responsible members of 
the patient’s family to avoid a col- 
lection problem. Statements are 
submitted weekly to patients mm 
the hospital. Payments in advance 

(Continued on page 154) 


HOSPITALS 













sere PROFILE 


o of hospital construction 


9 


Good planning + Brick and mortar 


= Community service 





PROFILE 


of hospital construction 


JOHN | 
Chief, D 


Progress toward a goal 


GEORGE BUGBEE 
Executive Director, American Hospital Association 


WHEN THE Hospital Survey and Construction 
Act was passed in 1946, an immediate goal was 
to find out where hospitals were needed and 
to build them. Thus, as its name implies, this 
act has been one of survey and construction— 
the placing of brick upon brick. At the same 
time, it has been a program of careful plan- 
ning, aimed at the day when each set of blue- 
prints becomes a functioning hospital. 

It was important news, late in October 1947, 
when the former surgeon general, Dr. Thomas 
Parran, signed the first project application and 
construction of today’s George H. Lanier Me- 
morial Hospital, Langdale, Ala., was begun. It 
was important news last January 13 when Sur- 
geon General Leonard A. Scheele signed the 
one-thousandth approved application and work 
went forward on the Edward John Noble Hos- 
‘pital, Canton, N. Y. 

Such milestones in the Hill-Burton program 
are important, but even more important is the 
fact that 139 Hill-Burton projects in 39 states 
now are complete and in operation. This, then, 
is the real goal of Public Law 725—to provide 


service to the nation’s communities. And the 
record shows great progress in this direction. 

The six hospitals shown in this special sec- 
tion are mirrors of the type of service these 
communities are receiving. These and other 
Hill-Burton hospital designs reflect good plan- 
ning, and good planning must accompany brick 
and mortar if the end product is to fuliill its 
purpose. 

One of the byproducts of the Hospital Sur- 
vey and Construction Act has been a notable 
improvement in hospital design. A large vol- 
ume of planning under this program has pro- 
vided an excellent incentive for study. Mention 
must be made, however, of the excellent techni- 
cal recommendations coming from the archi- 
tectural section of the Division of Hospital 
Facilities of the Public Health Service. In addi- 
tion, many conferences have been held through- 
out the country with architects interested in 
hospital design. Without question, hospital de- 
sign country-wide is at the highest level of 
quality ever attained, with all its concomitant 
results in more effective care for patients. 
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HUTT 


Number 
of 


Projects 


Bed capacity 

7 Up to 18 beds 
10 19 to 25 beds 
22 26 to 35 beds 
36 to 45 beds 
46 to 65 beds 
66 to 85 beds 
86 to 125 beds 
125 to 275 beds 


National construction costs 


These figures, based upon costs noted in 62 approved general hospital pro 
ect construction applications under Public Law 725, are from the Division © 
Hospital Facilities, Public Health Service. 


Construction 
contract per Per 


Sq. ft. Cu. ft. Sq. ft. 
$15.92 $1.44 $19.43 
1.34 19.78 1 
1.43 20.18 1 
1.29 18.65 
1.55 20.31 
1.44 22.27 
1.68 23.19 
1.47 21.75 


Gross floor 
area per bed 
Sq. ft. 


698 
623 
629 
654 
599 
559 
615 
476 








Averaging 


607 $17.33 $1.46 $20.70 





Project cost 


Bed 


$13,227 


2,081 
2,538 


12,284 
12,254 
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A trend toward better utilization 


JOHN W. CRONIN, M.D. 
Chief, Division of Hospital Facilities, Public Health Service 


HILL-BURTON HOSPITALS and health centers 
are opening almost daily all over America to 
afford badly needed beds and hospital services 
to patients. It was the clear intent of the Con- 
gress when it passed this piece of health legis- 
lation in 1946 and amended it in 1949 that 
these facilities should be regarded as far more 
than physical buildings. 

The services available to communities through 
these hospitals and health centers will be re- 
flected in healthier people living in healthier 
communities in a healthier nation. 

We have just begun our aggressive efforts to- 
ward improving the nation’s health through 
better and more modern facilities. The first 


thousand facilities so far approved for federal 
aid will grow into several thousand more as 
communities avail themselves of the planning 
and advisory services of the Public Health Serv- 
ice and the state agencies responsible for the 
national health program. 

Along with the growth of hospital construc- 
tion, community planning and health center de- 
velopment has come a strong trend in the direc- 
tion of better utilization of all community health 
services. This is reflected in pioneering develop- 
ments in coordination between hospitals, as well 
as between hospitals and health centers, for the 
provision of more adequate health services to 
the patient. 


The type of hospital now being built 


ROY HUDENBURG 
Secretary, Council on Hospital Planning and Plant Operation, American Hospital Association 


ii 


GENERALLY EXCELLENT design is typified in 
the six plans of hospitals presented in this issue 
to illustrate the type of hospital now being 
erected with federal aid under the Hospital 
Survey and Construction Act. 

New England, New York state, Ohio, South 
Carolina and Texas are the areas represented 
by these selected projects, which vary in size 
from 23 beds to 272 beds. Three of the proj- 
ects are in the 50 to 70-bed bracket and were 
so chosen because this particular area is one in 
which a great many of the federally aided proj- 
ects fall. Of the six architects whose work is 
illustrated in this presentation, two are listed in 
the American Hospital Association roster of 
approved hospital architects. 

Despite the excellence of these designs, there 


struction projects, no instance is apparent in 
the plans presented where every room has ac- 
cess to an adjoining toilet room. Obviously, 
these facilities have been omitted in order to 
hold down the cost of plumbing construction. 

Since these designs are in their final stage 
and contracts for all of the projects have been 
awarded, it is doubtful if it will ever be known 
whether or not this economy was shortsighted. 
Perhaps the economy is justified in securing for 
the various communities the proper complement 
of beds. Perhaps the decisions, now irrevocable 
since contracts have been let, were reached in 
earlier planning stages when toilet facilities 
were considered as a luxury adjunct to the 
private patient room. 

Location of the surgery in four of the six 


-osts are two rather disappointing features that are plants is in the lower section of the hospital 

with two exceptions universal. Today’s provi- away from patient areas. Whether this indicates 
ital proj- sions for fire safety and swift removal of pa- a definite trend or a sheer coincidence cannot 
vision 0 tients from an endangered area call for doors be ascertained without the further study of ad- 


segregating patient floors into separated zones 
so that patients can be moved horizontally. Only 
two of six drawings reviewed here indicate pro- 
visions for such smoke barriers. 

Conservation of nurses’ energy is necessary 
in order to achieve better patient care or to 
economize on nursing personnel as the varying 
situations may warrant. One device popularly 
recommeiided in hospital design to achieve this 
economy of nurse travel is the provision of a 
toilet room adjoining at least each pair of pa- 
tient rooms. While such toilet facilities have 
been provided to a varying extent in these con- 
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ditional work being done around the country. 
It is indicative, however, of the greater reliance 
on elevator travel and the functional zoning of 
hospital areas. In the face of this trend, it is 
surprising to see the uniform lack of post- 
surgical recovery facilities in the surgical area: 
It might be expected that this segregation of 
treatment or therapeutic facilities would be ac- 
companied by a tendency to permit the surgical 
department to carry through on its work until 
the patient had reacted and no longer required 
high intensity observation. 


(Cover photo: Dedication of the Suwanee County Hospital, 
Live Oak, Fla. Public Health Service photo.) 





Twenty-three-bed general hospital; James E. 
Cooney, Myrtle Beach, S. C., architect; total project 
cost $157,350; cost per bed, $6,841; construction 
cost (including Group | equipment), $140,060; cost 
per square foot, $11.70; cost per cubic foot, $1.06. 

Notably good: Complete provision of facilities; 
compactness of design. 


ie DIFFICULTY of devising a 23-bed hos- 
pital with all of the facilities necessary 
to make any hospital work has been ade- 
quately met in the instance of the Loris Com- 
munity Hospital, a South Carolina project. 

The grouping of facilities for easy admin- 
istration is excellently portrayed in this solu- 
tion. The architect’s problem in this instance 
was made particularly difficult since he was 
required to provide a hospital of a size smaller 
than is economical to build or operate, 
at the same time subdividing the patient fa- 
cilities in order to segregate colored patients. 
The solution arrived at brings both patient 
sections within reasonable reach of all facil- 
ities but would seem to promise a nursing 
problem that will be extremely difficult for 
the administration. The division of the nurs- 
ing section, unless the administrator. proves 
unusually ingenious, may result in either in- 
ferior nursing service or excessive nursing 
cost. 

One feature worthy of notice in the kitchen 
area is the division of the dishwashing com- 
partment in such a’way that clean dishes 
will discharge into the kitchen, where they 
cannot be handled immediately by the dish- 
washing machine operator, who may have 








Loris Community Hospital 


Loris, South Carolina 






just completed the scraping of soiled dishes. 

It is unfortunate, of course, that the need 
for space conservation in a hospital of this 
size prohibits the provision of areas that can 
be used as enclosed offices by both the per- 
son who will be in charge of nursing and 
the person who will be in charge of dietary 
and housekeeping functions. 


To fill a rural need 


Loris is an isolated rural community of 
about 2,000 population in the southeast part 
of South Carolina. It serves an agricultural 
area of about 15,000 persons and is in the 
heart of the tobacco district. No national 
highways run through Loris, and there is 
very little traffic or business from outside 
the community. 

The town now has one small proprietary 
hospital, the owner of which, a physician, has 
worked closely with the other sponsors in 
support of the new community hospital. He 
has, in fact, expressed a willingness to aban- 
don his present facility when the new hos- 
pital is complete. Three other doctors prac- 
tice in the community, and three others work 
in surrounding towns. 

There was no formal fund drive for the 
hospital. The South Carolina legislature, in 
1946, authorized a bond issue of $80,000, the 
cost to be borne by additional local taxes. 
The same act provided for the establishment 
of a five-member Loris Community Hospital 
Commission. The chairman of the commis- 
sion, E. E. Prince, took the initiative and led 
all community efforts toward the project. 

To the $80,000 bond issue, about $35,000 in 
county funds were added. Local contribu- 
tions and donations are expected to total 
three or four thousand dollars more. This 
money, with the federal aid under Public 
Law 725, is enough to build the hospital. 

The Loris Community Hospital has a com- 
paratively low cost-per-bed. As an explana- 
tion of this, H. M. Fairley, director of the 
Hospital Division, South Carolina State Board 
of Health, calls attention to the economic 
manner in which the project was promoted 
and developed. This project, he said, prob- 
ably could not be duplicated at this cost under 
any circumstances other than those which 
have been peculiar to it. 
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Bowling Green, Ohio 


Fifty-four bed general yin: Strong, Strong 


and Strong, Lima, Ohio, arc 


itects; total project 


cost, $840,000; cost per bed, $15,555; construction 
cost (including Group | equipment), $721,000; cost 
per square foot, $18.00; cost per cubic foot, $1.51. 

Especially good: Nursing unit service facilities 


and layout. 


‘ieee SECOND FLOOR of this 54-bed hospital 

is an excellent example of how the med- 
ical and surgical facilities in a hospital of 
this size can be grouped together with ade- 
quate service facilities. 

The plan provides maximum presentation 
of patient room windows to the sun and yet 
competently utilizes the northern half of the 
patient unit. Nearly half of the 31 adult 
beds on the floor have adjoining toilet facil- 
ities, while all but two of the remainder are 
within a fairly reasonable distance of a cor- 
ridor bedpan closet. There are thoughtful 
provisions for a solarium, visitors’ waiting 
space, storage closets on the floor, a flower 
room and a janitor’s closet. 

Of course, no plan was ever drawn that 
could entirely suit everyone and this one is 
no exception. Both the location and the lib- 
eral size of the pediatric section will un- 
doubtedly meet criticism, although it is hard 





to know the conditions that prompted the 
authors of the architectural program to re- 
quire this amount of pediatric space. The 
more frequent preference for location is im- 
mediately adjoining the nurses’ station so 
that supervision, which is so much more im- 
portant for a pediatric section, can be pro- 
vided readily at all times. 

The location of the linen closet, where it 
can be reached only through the nurses’ sta- 
tion seems rather unwise because of the traf- 
fic that will be drawn into the nurses’ sta- 
tion. This can be amended, however, by 
utilizing one of the other storage areas for 
this purpose. Motivations influencing the dis- 
tribution of facilities on the first floor, and 
the resulting traffic pattern, are not too clear. 
There cannot be too much criticism of any 
of this layout, however, other than the lo- 
cation of the main entrance and the admin- 
istrative offices. It would be difficult to find 
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a location that would make it harder for the 
administrator to carry out his supervisory 
duties and the record librarian to catch the 
physician who is behind in his records. The 
architectural off-shoot that houses the ad- 
ministrative offices would seem to be much 
better adapted to the housing of the out- 
patient facilities, whose activities readily lend 
themselves to a terminal, isolated location. 


After three attempts 


Bowling Green, a community of about 
7,200 population, serves an area with nearly 
33,000 persons in northwestern Ohio. It is 
the home of Bowling Green State University. 

This community experienced some diffi- 
culty obtaining money to build the new Wood 
County Hospital. Two attempts were made 
to pass a bond issue and both were defeated. 
Another attempt was made to pass a bond 
issue to build a county-operated hospital, 
and this effort also failed. Then a private 
citizen donated $100,000, and a citizens’ com- 
mittee launched a $500,000 drive. Later the 
original donor contributed another $170,000, 
and the $500,000 drive succeeded. Rising 
building costs soon made it evident that still 
more money was needed, and that is when 
the Hill-Burton program entered the picture. 

When the Wood County Hospital is com- 
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pleted, 64.3 per cent of the hospital bed needs 
in that area will be met. The original Ohio 
state plan showed only 21 beds in the area, 
and all were considered nonacceptable. 

The community was given an “A” priority. 
The area’s population is more than 70 per 
cent rural, with a per capita income (1946) 
of about $965. 
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Sixty-bed general hospital; Leland and Larsen, 
Boston, architects; total project cost, $990,683; 
cost per bed, $16,511; construction cost (including 
Group | equipment), $822,983; cost per square 
foot, $17.55; cost per cubic foot, $1.67. 

Especially good: Layout of diagnostic and sur- 
gical areas. 


4 tows IS DEFINITE advantage traffic-wise of 
concentrating clinical facilities on one 
floor. In the instance of this 60-bed hospital, 
emergency patients arrive on the ground floor 
and are brought by elevator to the first floor, 
where the accident room immediately adjoins 
the elevator. A service corridor at the rear of 
this elevator leads to the accident room and 
also in the direction of surgery. In the other 
direction, this corridor leads toward the x-ray 
department, so that patients brought down 
from patient areas need not be taken into the 
administrative corridor to reach those facil- 
ities. 

The advantage of this arrangement also 
lies in the fact that the accident patient who 
requires x-ray work can be taken directly into 
that department, and if he requires surgery 
it is no distance at all to a proper operating 
room. This plan provides one of the operat- 
ing rooms with a splint closet and a plaster 
closet so that this room can double as a frac- 





Milton Hospital 


Milton, Massachusetts 





ture room without taking up additional space 
for the purpose. 

Another dual purpose area will be found in 
the ingeniously combined outpatient lobby, 
board room and staff meeting room. The one 
area missing from this first floor, but present 
elsewhere for the convenience of the clinical 
operation, is the pharmacy. 

This plan, like the Bowling Green plan, 
provides a high degree of bed utilization by 
limiting the bedroom sizes to one or two beds 
each. In hospitals of this size, greater flexi- 
bility of use is provided by the smaller units. 

The service lobby adjoining the elevator on 
the patient floor is well worked out to mini- 
mize traffic in the patient corridor. In this 
plan the pediatric room immediately adjoins 
the nurse’s station for ready supervision. This 
plan also has one undesirable feature in that 
unnecessary traffic is brought through the 
nurse’s station—in this case for access to the 
visitors’ waiting room. It must be realized, 
however, that these plans represent only the 
first step in a comprehensive program. It indi- 
cates a specific effort to place a maximum 
number of beds into available area. 

The addition of a future wing will allow 
space for a more adequate visitors’ waiting 
room, a day room for ambulatory patients and 
more adequate nursing floor storage space. It 
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is regrettable, however, that this close utiliza- 
tion of nursing floor area has made rather 
inaccessible the only space available for 
stretcher and wheel chair storage—the section 
of the floor reserved for a future elevator. 
Only the strictest supervision will bring about 


the storage of vehicles (hazardous when left - 


standing in corridors) unless the stretcher 
storage is immediately open to the bed area 
being served. Another unfortunate aspect of 
the comprehensive building program is the 
need for delay in constructing the boiler room 
and service building. Not only does this 
deprive the institution of a laundry, which 
should be maintained in a hospital of this 
size, but it also places in the basement area 
such fire hazards as the paint shop which, 
although apparently adequately protected in 
this instance, otherwise would have been in 
the service building as advocated by fire 
safety engineers. 


A needed replacement 


The new Milton Hospital will replace an 
inadequate old converted residence, which has 
served the community for years. In 1918 the 
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town received a gift of $62,000 to build a 
hospital, but»the officials decided not to erect 
an institution that would compete with an 
existing facility. Interest on the original gift 
grew until the sum reached $200,000. In 1943, 
by a town vote and with court permission, it 
was decided to allot this money to the existing 
hospital. During 1947 and 1948 a campaign 
brought in $500,000. 

In the original Hill-Burton state plan, 
Milton was included in the Boston hospital 
service area. The hospital’s trustees peti- 
tioned for a separate service area, and the 
petition was granted. As the existing hospital 
had been declared nonacceptable, this action 
placed Milton in the highest priority group- 
ing, and a federal grant was approved under 
Public Law 725. 

As the new 60-bed hospital was designed 
for easy enlargement to 150 beds, the present 
per-bed cost of $16,511 naturally is higher than 
it would be otherwise. The project is approxi- 
mately 60 per cent complete now, and so far 
the costs have been held below the original 
estimates printed above. The hospital consult- 
ant for this project is Dr. Henry M. Pollock. 
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Fifty-nine-bed general hospital; Lewis J. Sarvis, 
Battle Creek, Mich., architect; total project cost, 
$897,910; cost per bed, $14, 914; construction cost 
(including Group | equipment), $797, 085; cost per 
square foot, $17.20; cost per cubic foot, $1 69. 

Especially good: Nursing unit—central core and 


flexibility. 
oo ADVANTAGE of the layout used for the 
general patient floor of Defiance Hos- 
pital lies in its flexibility of utilization. 
For instance, the four-bed ward in the wing 
over the main entrance is sufficiently close 
to the nursing station for close observation 
and yet can be used in conjunction with any 
of the three other wings, depending on what 
type of medical or surgical service may be 
most in demand. Likewise, the other three 
wings are so laid out that one service can 
expand into another without major difficulty. 
The second floor, while it comprises one 
nursing unit for administration, can be di- 
vided for all practical purposes, into two 
nursing units. The one objection to the lay- 
out is that the travel from the central nurs- 
ing station, which reaches to a maximum of 
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almost 100 feet, is somewhat longer than 
some authorities would prefer. This objec- 
tion, however, is offset to some extent by 
the fact that a large proportion of the rooms 
are provided with their own toilet facilities, 
reducing some of the work of the nurses. 

Since this is in essence a cross-shaped plan, 
the treatment of the center core is particu- 
larly important. A study of that feature of 
this plan will indicate the success with which 
this area has been utilized. 

While this plan again calls for more pedi- 
atric beds than many would feel are justified, 
the two rooms comprising this section are 
full size so that they can be converted into 
adult rooms with very little effort. As a 
matter of fact, since the surgical area does 
not provide a post surgical recovery unit, 
the larger of these two areas might be con- 
verted readily to such a purpose because of 
its proximity to the nursing station, provid- 
ing experience indicates that the pediatric 
load does not justify the intended use of 
this room. 

One interesting feature of this floor is the 
treatment necessitated by the unusual struc- 
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tural framing plan. Instead of placing col- 
umns so that they will coincide with cor- 
ridor partitions, the architect located the 
columns so as to provide three equal bays, 
supporting a flat concrete slab with no down- 
ward-projecting beams. 

An interesting feature of the first floor 
plan is the location of the emergency room 
with ready access to x-ray and to surgery, 
already commented on in connection with 
the Milton Hospital plan in this presentation. 

The administrative layout provides a good 
answer to the problem of making the medi- 
cal record room equally accessible to the 
general office and to the path of the doctors 
to and from the staff lounge and the re- 
mainder of the building. Utilization of the 
other wings of the first floor for outpatient 
work and for public health work has been 
carefully worked out, providing the hospi- 
tal with an opportunity to act truly as a 
community health center. 

One unfortunate weakness of the plan can 
be attributed only to rigid enforcement of 
regulations or laws that are adopted without 
reference to hospital practices or to safety 
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needs. This is the location of the stairway 
leading to the operating room and the de- 
livery room suite. Adequate egress on the 
first floor does not require the door leading 
to stairway No. 4 and likewise the extension 
of the stairway from the second to the third 
floor. -Relocation of these stairs could have 
provided equal safety without opening these 
two areas to unnecessary and objectionable 
traffic. Even though these doors are pro- 
vided with hardware that will permit them 
to open for egress but to prohibit ingress, 
the human element can and probably will 
circumvent these precautions. 


A familiar story 


The story of Defiance is one that is heard 
over and over again. Many years ago one 
or two doctors started a hospital in a pri- 
vate home. Then someone donated land and 
an old building (a golf club) that has since 
had a wing added to it. The community 
believes that the advent of hospitalization in- 
surance has been the biggest factor in high- 
lighting the inadequacies of its hospital. 

An attempt to secure enough money to 
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build a new hospital by voluntary donations The Ohio state plan showed this commun- 
failed, so a $500,000 bond issue was voted. ity as one with 18.3 per cent of its bed needs 
Here again the rising building costs neces- met. With the completion of the Defiance 
sitated the use of federal grant-in-aid money Hospital, all the area’s needs will be met. 
to build a facility that would serve the com- This community will house its health depart- 


munity adequately. ment within the hospital building. 
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Genesee Memorial Hospital 


Batavia, New York 





One hundred-nineteen-bed general hospital; Can- 
non, Thiele, Betz and Cannon, Niagara Falls, N. Y., 
architects; total project cost $1,460,322; cost per 
bed, $12,272; construction cost (including Group | 
equipment), $1,260,040; cost per square foot, 


$18.75; cost per cubic foot, $1.75. 
Especially good: Provisions for double nursing 


unit. 


HIS NEW HOSPITAL for Batavia, N. Y., pro- 
T vides a classic example of the evolution 
of the Y-shape concept into a compact double 
nursing unit. The concentrated nursing serv- 
ice facilities at the junction of the two wings 
has been worked out after intensive study 
and is worthy of more than casual perusal 
by the student of architectural design. 

A particularly arresting arrangement of 
this plan will be found in the central stair 
and elevator provisions.. 

Patients and supplies will be moved by 
two elevators opening into a service corri- 
dor. A separate and smaller elevator open- 
ing into a second enclosure will serve pas- 
sengers only. While the stairway opens into 
this central elevator corridor without any 
individual stair enclosure, the arrangement 
has been checked by structural engineers 
interested in fire safety and pronounced to 
meet fire safety requirements. 

The moderately long nurse travel occa- 
sioned by this layout is ameliorated in -all 





but one section by placing the private rooms 
with individual toilets at the far ends of the 
corridor. In the one section where this is not 
so worked out a bedpan utility room serves 
to ameliorate the situation. 

While all the plans in this presentation 
were chosen because they typified excellence 
of design, it is sheer coincidence that such 
a large number of them have provided first 
floor or ground floor operating suites. This 
plan incorporates that idea and is particu- 
larly notable in its relation of the surgery 
to the service elevators, completely cut off 
from the public space. This plan also in- 
dicates how regulations for a stairway for 
the end of the wing may be met with com- 
plete discouragement of traffic. 

The ground floor is particularly noteworthy 
because of provisions for traffic routing. For 
instance, the goods receiving room opens on 
one side into general stores and on the other 
into the kitchen. Flow through the kitchen 
continues smoothly terminating directly at 
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three points of distribution—one service ele- 
vator, the dumbwaiter and a cafeteria service 
counter. 

Sterile supply, central supply, and phar- 
macy all have direct access to the dumb- 
waiter that leads directly to the nursing sta- 
tions on each floor. Each of the two wings 
has its own laundry chute. One will termi- 
nate in the proper point in the laundry for 
sorting, and the other, of course, will require 
cartage by truck. 


A community endeavor 


Genesee County, in western New York 
state, is an “A” priority area, having a large 
percentage of nonacceptable hospital beds. 
The state plan calls for 135 new beds in the 
county. 

The Genesee Memorial Hospital, one of the 
general hospitals serving a population of 
about 60,000, has been housed in an out- 
moded frame building. In 1944 a building 
fund was inaugurated with a goal of $250,- 
000. It brought in more than $400,000, but 
still a new hospital seemed far away. In 
1948 a bequest gave the hospital another 
$250,000. Almost $500,000 more was made 
available from governmental funds, and the 


building activities were begun. The hospital 
now is more than 50 per cent complete. 

Last February a new drive was launched, 
with a goal of $300,000 to enable the doors 
to open without the burden of debt. At a 
February 9 kickoff dinner, 400 citizens were 
expected but 935 came. 

The new building will contain laboratories 
for bacteriology, hematology, pathology and 
chemistry, a modern x-ray department in- 
cluding deep therapy, a new physical ther- 
apy unit to help serve industrial needs, a mod- 
ern surgical department, a maternity depart- 
ment with modern nurseries to comply with 
the present regulations of the New York 
State Sanitary Code, and adequate facilities 
for isolation and premature care. The hos- 
pital will have a department of urology, 
central supply, a unit for chronic care and 
a chapel. 

Already the hospital has become an ac- 
tive participant in the University of Buffalo 
plan of regional hospitals, and for the first 
time in its history house officers rotate from 
one of the Buffalo teaching institutions. Dr. 
Christopher G. Parnall, Ann Arbor, Mich., is 
the consultant. The administrator is Francis 
D. Nichols. 
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Providence Memorial Hospital 





El Paso, Texas 


Two hundred seventy-two-bed general hospital; 
Carroll and Daeuble, El Paso, Texas, architects; total 
project cost, $2,950,000; cost per bed, $10,846; con- 
struction cost (including Group | equipment), $2,- 
427,300; cost per square foot, $15.10; cost per 
cubic foot, $1.19. 

Especially good: Utilization of sloping site. 


ROVIDENCE MEMoRIAL Hospital, now being 
Pp erected in El Paso, Texas, commands 
attention for at least three reasons. First, it 
is an excellent example of the larger units 
occasionally financed with the aid of federal 
funds; second, service and diagnostic facil- 
ities have been worked out with extreme 
care to take the fullest advantage of a slope 
amounting to 23 feet from the front to the 
back of the building; and third, because it 
demonstrates how two double nursing units, 
such as were found in the Genesee Memor- 
ial Hospital plan, can be joined together with 
a central core. 

The ground floor is devoted in three of its 
wings to surgery, diagnostic and treatment 
areas, with the fourth wing housing the di- 
etary department and dining rooms. This 
places the kitchen a sizable distance above 


grade and thus permits the outlook and airy 
atmosphere that so many dietitians prefer. 
Central sterile supply immediately adjoins 
the surgical suite and provides direct service 
by dumbwaiter to the nursing units. 

The goods receiving area is on the floor 
below connecting directly with central stor- 
age and connecting by a one-story elevator 
and stairway with the kitchen. From a fire 
safety standpoint, the choice of location for 
the carpenter shop and paint shop, so far 
below grade and immediately adjoining the 
bank of elevators, might be open to criti- 
cism. This choice is particularly bad since 
these spaces immediately adjoin the tele- 
phone equipment room, and should a fire 
break out it could readily cut off service. 
A much happier solution would have been 
to incorporate the shop areas with the boiler 
room, and in such a way that they could 
be vented to the atmosphere in case of fire 
without threatening communications or pa- 
tient areas. The building is fireproof, how- 
ever, and has fire doors in each corridor for 
horizontal evacuations. 

Half of the ground floor is devoted to ad- 
junct and administrative areas and the other 
half to a nursing unit. The elevator group- 











ing seems to be particularly ample and flex- 
ible. 

On the patient floors, the division of the 
general elevator lobby from the service cor- 
ridor is nicely worked out providing a jani- 
tor’s closet, storeroom and floor kitchen, as 
well as a consultation and treatment room 
for the floor. If anything, these floors may 
prove to be somewhat cramped for storage 
areas. There does not appear to be nearly 
enough storage space. Each wing has a linen 
closet and janitor’s closet, but wheel chair 
and stretcher storage spaces, if provided at 
all, are not sufficiently convenient for ready 
use. 

It is rather surprising to find that more 
space is not being provided for day rooms 
or lounge areas for patients. In view of the 
increased trend in the direction of early am- 
bulation, as well as inpatient diagnostic work 
and pre-operative build up, day room space 
seems to be more necessary than ever in the 
general hospital, and the solarium provided 
in this plan may be found to be inadequate 
to meet the need. 

This plan, like most of the others in this 
presentation, has not provided post-surgical 
recovery units. It would seem particularly 
advisable to provide beds in a recovery ward, 
particularly where the surgical facilities are 
not on the same floor with the surgical beds. 
Providing this facility would allow the anes- 
thetist to maintain a close watch over the 
patient during postanesthesia reaction. 

The over-all plan, however, is a good one, 
generally well worked out to meet the spe- 








cific problem in hand, and, for the most part, 
providing extremely adequate facilities for 
a hospital of this size. 


Nucleus of a teaching center 


The Providence Memorial Hospital in- El 
Paso originally was a proprietary institution. 
A group of public-spirited people in the city 
bought the 40-bed hospital and formed a non- 
profit corporation to operate it. 

In 1946 a fund-raising campaign brought 
in about $1,000,000 for the purpose of build- 
ing a large new hospital. The project was 
approved for federal aid under Public Law 
725 in July 1948. A second fund drive brought 
in $500,000 last year, and contracts were 
awarded last December. 

In the Texas state plan, El Paso is the 
regional center for 10 counties, having a 
population of about 208,000. Besides serving 
the 10 counties of Texas, it also serves parts 
of New Mexico and Mexico. 

The new building will be air-conditioned 
and acoustically treated. Each patient’s room 
will have oxygen piped to the bedside. 

This hospital is to be the nucleus of a 
teaching center for southwest Texas. The 
hospital has adequate room for expansion, 
and preliminary over-all plans include sev- 
eral additional proposed buildings. The hos- 
pital is being built within two blocks of 
Texas Western University, and arrangements 
already have been made with the univer- 
sity to provide teaching facilities for nurses. 
Norman B. Roberts is the consultant-admin- 
istrator. 
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Integrating dental surgery 


with staff organization 


MAX E. GERFEN 


ARLY IN 1947 the dental facil- 
E ities of the Conemaugh Val- 
ley Memorial Hospital, Johnstown, 
Pa., were being used to such an 
extent that it became necessary 
for us to organize a department of 
dental surgery. Since the estab- 
lishment of this formal dental de- 
partment, results have been high- 
ly satisfactory. Care of the patient 
has been improved, and the staff 
has grown from 6 dentists to 16 
active, 7 associate and 9 courtesy 
dentists. 

A contributing factor to the in- 
creased use of hospital dental facil- 
ities was the competent anesthesia 
service rendered by our medical 
anesthetist. Procedures requiring 
anesthesia, formerly performed in 
the dentists’ offices, now are being 
done at the hospital. 

In exploring the possibility of 
integrating the practice of dentis- 
try into the provisions of our med- 
ical staff by-laws, rules and regu- 
lations, our first step was to ask 
the American Medical Association 
and the American College of Sur- 
geons for copies of dental staff 
organization and privilege controls. 
These agencies, while having ma- 
terial on medical staff organiza- 
tion and privilege definitions, had 
nothing on the dental specialty. 
We wrote several larger teaching 
hospitals that had dental depart- 
ments, but none had written by- 
laws or standards for the opera- 
tion of these departments. A 
review of journals and articles of 

Mr. Gerfen was superintendent of the 
Conemaugh Valley Memorial Hospital, 
Johnstown, Pa., at the time its department 
of dental surgery was established. He now 


is administrator of the Sequoia Hospital, 
Redwood, Calif. . 
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the last 10 years also contributed 
little. There was no alternative but 
to work out the problem ourselves, 
and we found the booklet, ‘Basic 
Standards of Hospital Dental Serv- 
ice,” prepared by the American 
Dental Association, most useful. 
With the help of six members of 
our dental staff, we prepared an 
outline of proposed by-laws, defi- 
nitions, rules and regulations. It 
was agreed to follow the present 
medical staff by-laws wherever 
they were applicable in order to 
achieve uniformity and complete 
integration. With this as a basis, 
five proposals were developed. 


PREAMBLE AMENDED 


The first proposal was to amend 


- the preamble of the by-laws by the 


addition of this paragraph: 

“For the purpose of these by- 
laws the word medical staff shall 
be interpreted to include all phy- 
sicians and dentists who are privi- 
leged to attend patients in Mem- 
orial Hospital.” 

The second proposal changed the 
by-laws by the addition of Section 
5, department of dental surgery: 

“A. Title. The title of the de- 
partment responsible for the hos- 
pital dental service shall be the 
department of dental surgery. 

“B. Rules. The department shall 
be organized under the direction 
of the chief of the department of 
dental surgery to function as other 
specialties. 

“C. Dental Staff. Dentists privi- 
leged to practice in the hospital 
shall be organized as a definite di- 
vision of the staff. 

“D. Dental House Staff. When- 


ever possible, the hospital should 
provide for and secure at last 
one dental intern, according to the 
usual regulations of the hospital. 
Dental internships shall conform 
to the ‘Requirements for Approval 
of Dental Interns and Residencies,’ 
established by the Council on Den- 
tal Education of the American 
Dental Association, and be consis- 
tent with internships and residen- 
cies in the other specialties. 

“E. Dental Hygienists. When- 
ever possible, a dental hygienist 
shall be appointed to the depart- 
ment of dental surgery. 

“F, Physical Equipment. The 
space allotted to, and the equip- 
ment, supplies and instruments of 
the department of dental surgery 
shall be adequate for such services 
as may be carried out by the de- 
partment in accordance with the 
generally accepted standards of 
practice. 

“G. Functions. The department 
of dental surgery shall have three 
main functions: 

“1, Administrative. To act in an 
advisory capacity through custom- 
ary channels on problems related 
to dental service. 

“2. Clinical. To render profes- 
sional services to the patients in 
accordance with the precepts of 
modern scientific dentistry, to 
maintain its own efficiency and 
periodically to audit the profes- 
sional work done by the depart- 
ment. 

“3. Educational. To help train 
staff members, interns, dental 
hygienists, dental assistants and 
nurses in order that their knowl- 
edge and fields of usefulness may 
be increased. 

“H. Rules. The department of 
dental surgery shall function with 
a systematic plan. of management 
based upon the rules set up by 
the hospital for the other services 
within the hospital. 

“I. Records. Dental records shall 
be a part of the hospital record 
system. Special record sheets for 
dental information shall become a 
part of each patient’s record so 
that all dental information shall 
be available to physicians and den- 
tists alike. 

“J. Library. An adequate selec- 
tion of dental books and periodi- 
cals should be available in the hos- 
pital library. 
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“K, Formulary. A standardized 
departmental formulary, based on 
‘Accepted Dental Remedies’ of the 
American Dental Association, shall 
pe accepted and included in the 
general formulary of the hospital. 

“T,, Organization. 

“1, The department of dental 
surgery shall be under the direc- 
tion of a dentist, designated by 
title as chief of the department of 
dental surgery. He shall be se- 
lected for his professional and ex- 
ecutive ability on the same basis 
as are other service chiefs. 

“9. There shall be a member of 
the active staff of the department 
of dental surgery elected by that 
body to membership on the ad- 
visory board. He shall serve for 
three years and be ineligible to 
succeed himself in that capacity. 


DENTAL STAFF APPOINTMENTS 


“3. All dental staff appointments 
shall be made by the dental de- 
partment and shall be elected by 
a majority vote of the active den- 
tal staff. 

“4, All matters pertaining to the 
function and management of the 
department of dental surgery shall 
be decided by that body, subject 
to the approval of the medical 
advisory board and the board of 
managers. 

“5. The medical staff by-laws, 
as amended to include the words 
dentist and dental staff, shall be 
the basis upon which the depart- 
ment of dental surgery shall func- 
tion.” 

The third proposal was to change 
the by-laws by adding the follow- 
ing definitions to privileges under 
Article VI: 

“1. Minor. privileges—oral sur- 
gery. 

“Simple extractions under local 
anesthesia. 

“2. Intermediate privileges — 
oral surgery. 

“To be granted intermediate 
privileges in extracting, a dentist 
on the staff with minor privileges 
must submit a minimum of 25 ex- 
traction cases under general anes- 
thesia, 15 as an assistant or ob- 
Server and 10 performed under 
supervision of a staff member with 
Major privileges. 

“To be granted intermediate 
Privileges in removal of impactions 
under local anesthesia, a dentist 
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with minor privileges must submit 
at least five cases, three of which 
may be observed and two per- 
formed under the supervision of 
a staff member with major privi- 
leges. 

“Intermediate privileges granted 
will permit extractions up to 16 
teeth under general anesthesia, re- 
duction of simple uncomplicated 
fractures and removal of impacted 
teeth under local anesthesia. 

“3. Major privileges. 

“To be granted major privileges 
in extracting, a dentist with inter- 
mediate privileges must submit at 
least five cases of full mouth ex- 
tractions (16 teeth or more) done 
under supervision of a staff mem- 
ber with major privileges. 

“To be granted major privileges 
in fractures of the jaw, a dentist 
with intermediate privileges in 
fractures must submit at least five 
cases of complicated fractures done 
with or under supervision of a 
staff member with major privileges 
in fractures. 

“To be granted major privileges 
in removal of impacted teeth, a 
dentist with intermediate privi- 
leges in impactions must submit at 
least five cases of complicated im- 
pactions done with or under su- 
pervision of a staff member with 
major privileges in impactions. 

“Major privileges in all other 
cases included in oral surgery shall 
be granted at the discretion of the 


credentials committee upon the 
submission of at least one case of 
a successfully performed operation 
under supervision of a staff mem- 
ber with major privileges. This 
classification is to include cysts, 
tumors, Ludwig’s angina, cellulitis 
and_ necrosis.” 

The fourth proposal standard- 
ized the use of Form D-2-A, of the 
American Hospital Association, as 
a chart for dental service with 
standard terminology. 

The fifth proposal provided for 
an elected chief of dental surgery, 
a secretary, regular monthly meet- 
ings and clinical programs. 

The proposals in their final form 
were presented to the medical staff 
and the governing board for ap- 
proval and became effective Octo- 
ber 27, 1947. 

Dentists who are actively prac- 
ticing at the hospital were assigned 
to the following clinical divisions 
under the department of dental 
surgery: (1) Oral surgery, (2) 
dental medicine, (3) dentistry for 
children, (4) dental radiography 
and (5) restorative dentistry. 

Future appointments were being 
handled in the usual manner by 
the dental credentials committee 


‘and were based on written appli- 


cation. The results of actual ad- 
ministration and control have met 
with the approval of all concerned, 
and the hospital’s medical staff now 
is cognizant of the dental service. 


























These modern dental facilities in the hospital are a result of the use of the hospital's 
anesthetist by local dentists rather than administering anesthesia in their own offices. 
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A training program for 


supervisory employees 


PHILIP J. OLIN 


LTHOUGH MUCH has been writ- 

ten on the subject of super- 
visory training, it has been con- 
fined largely to almost every field 
of business and industry except the 
hospital. The University Hospital 
of the University of Michigan has 
completed two series of supervis- 
ory meetings, and a report on our 
experiences—good and bad—may 
help others in the field who are 
considering such a program. 

The Galesburg (Ill.) workshop 
in supervisory training, sponsored 
by the American Hospital Associa- 
tion in July 1948, aided in crystal- 
lizing many nebulous and half- 
formed thoughts and presented 
some completely new ideas and 
possibilities in this field. 

The problem of establishing a 


supervisory training program re- ° 


quired planning and action in four 
particular areas: (1) Formulation 
of a program of sufficient value to 
repay the supervisory staff for time 
taken from an already loaded 
schedule; (2) determination of the 
method of presenting the selected 
material; (3) presentation of this 
idea to supervision in such a way 
that it would create a desire to 
carry on such a program, and (4) 
distribution of the individuals in 
groups that would be most con- 
ducive to satisfactory results. 
The first step in constructing the 
program was to list the objectives 
we hoped to attain. We arrived at 
our answer only after reviewing 
the material developed at the 
workshop, after considerable read- 
ing and discussion concerning sim- 
~ Mr. Olin is personnel officer of the Uni- 


versity Hospital, University of Michigan, 
Ann Arbor. 
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ilar programs in industry, and 


after close observation of our own 
hospital situation. 

Out of all this evolved the fol- 
lowing general objectives: (1) To 
increase effectiveness of super- 
vision and leadership; (2) to pro- 
vide for the hospital’s manage- 
ment group practical training in 
human relations, in management 
coordination, in problem solving 
and in evaluating employee mor- 
ale; (3) to improve the flow of 
communication from the adminis- 
trator to all other supervisors and 
from these supervisors to their 
working staffs; (4) to enable the 
supervisory personnel to become 
better acquainted personally and 
in respect to the responsibilities of 
their positions; (5) to reduce turn- 
over and (6) to improve public re- 
lations. : 

This was a big order. Even a 
series of several meetings could 
not possibly accomplish these aims, 
which were much too broad and 
general. 

As an example, how can the 
first statement above, ‘‘to increase 
effectiveness of supervision and 
leadership,’’ be accomplished? 
First, by determining, within the 
policies of the institution, the job 
of the supervisor. What are his 
responsibilities to administration 
and also to the worker? Is he in 
charge of the quality of the work 
performed and also of those who 
must accomplish that work? What 
are his specific responsibilities re- 
garding hiring, discharge, disci- 
pline, grievances, employee rating, 
assignment of duties, and safety? 
Is it true that his job is two-fold— 





thinking (planning, observing, an- 
alyzing and evaluating) and col- 
laborating (delegating and con- 
sulting)? In answering such ques- 
tions as these, we can definitely 
establish the details that, when 
taken together, make up the job 
of the supervisor. Second, which 
of these details may indicate weak- 
nesses or needs of the supervisor 
that may be rectified through 
training? 

This process of ferreting out de- 
tails might bring to light the case 
of a supervisor who had to make 
the final selection of an applicant 
for an opening in her department. 
She felt that the selection should 
be made on only the basis of abil- 
ity and training to do the specific 
job concerned and gave too little 
attention to attitude, personality 
and ability to “fit” with other em- 
ployees already on the job. Or 
perhaps it might reveal a super- 
visor who had little interest or 
patience with the activities and 
requirements of related depart- 
ments or other units in her own 
department but believed steadfast- 
ly in the maintenance of unit or 
departmental lines to produce the 
best patient care. 


AN OUTLINE FOR TRAINING 


After this process of questioning 
is continued through each of the 
listed general objectives, an out- 
line develops for a_ successful 
training program, based on the 
actual needs of the supervisors. In 
addition, those specific objectives 
or needs become the “milestones” 
for measuring progress and later 
evaluation. 

We discovered that there are 
many other things to be consid- 
ered, however, before the program 
planning could be completed. For 
example, these questions might 
arise: 

Is the entire supervisory staff to 
be included in the training group? 

Is this group in the habit of 
meeting together for the purpose 
of free discussion? 

Is the organization free of rigid 
departmental lines, with their re- 
sulting rather strained relationship 
between supervisors of the various 
departments? 

Will the work schedules in the 
departments permit regular at- 
tendance? 


HOSPITALS 








Is 
is ct 
meth 
to in 

Sh 
plete 
shou: 
to al 
ject 3 
to tl 
parti 

Of 
ing t 
the s 
ence 
able 
jectin 
contr 
The 
hand 
textb 
them 
comb 
terial 
usabl 
situat 

Vis 
in alt 
these 
ance 
direc’ 
on tl 
that 
have 
Since 
good 
meth 
the s 
the 
super 
indus 
in th 

In 
huma 
by th 
produ 
and s 
the m 
the d 
sues | 
tion 
probl 

In ¢ 
ducin 
job, a 
with | 
Settin: 
disclo 
prope 
tory 1 
dealin 

We 
exper 
this fi: 


APRIL 











g, an- 
1 col- 
con- 
ques- 
nitely 
when 
ie job 
which 
weak- 
rvisor 
rough 


ut de- 
2 case 
make 
licant 
ment. 
should 
 abil- 
ecific 
little 
nality 
r em- 
». Or 
uper- 
st or 
; and 
2part- 
- own 
dfast- 
nit or 
se the 


INING 


oning 
yf the 
— out- 
essful 
1 the 
rs. In 
ctives 
ones” 
later 


2 are 
ynsid- 
ygram 
. For 
might 


aff to 
roup? 
it of 
rpose 


rigid 
ir re- 


nship 
yrious 


n the 
r_at- 


TALS 








Is there a meeting place that 
jis compatible with the training 
method to be used and conducive 
to individual participation? 

Should the program be com- 
pletely predetermined and set, or 
should it be left somewhat flexible 
to allow for rapid change in sub- 
ject matter and methods adaptable 
to the needs and desires of the 
participants? 

Of the several methods of train- 
ing that could be used to present 
the selected material, the confer- 
ence method seemed most adapt- 
able in gaining the desired ob- 
jectives, because it required verbal 
contribution from the participants. 
The topic was not developed and 
handed to them by an outsider like 
textbook material. The supervisors 
themselves, through discussion and 
combined thinking, developed ma- 
terial that was applicable and 
usable on their own jobs and work 
situations. 

Visual and sound aids were used 
in almost every session. We found 
these to be of considerable assist- 
ance in stimulating discussion and 
directing the thinking of the group 
on the topic selected. It is true 
that few films, film strips or slides 
have been produced in hospitals. 
Since the fundamental issues of 
good supervision and satisfactory 
methods of dealing with people are 
the same, however, regardless of 
the place of employment of the 
supervisor, the points stressed in 
industrial films are as applicable 
in the hospital as in industry. 

In our case, the first series, on 
human relations, was pointed up 
by the use of a series of film strips 
produced by Dale Carnegie. Visual 
and sound aids were used to open 
the meeting and were followed by 
the discussion of the points or is- 
sues portrayed and their applica- 
tion or similarity to our own 
problems. 

In considering the topic of intro- 
ducing the new employee to his 
job, a film strip was found dealing 
with the same specific subject. The 
setting was a factory; but it clearly 
disclosed the results of the im- 
Proper method and then a satisfac- 
tory way of solving this phase of 
dealing with the employee. 

We were fortunate in having an 
experienced conference leader for 
this firs: series. The School of Edu- 
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cation of the University of Mich- 
igan furnished a man who is 
regularly assigned to training fore- 
men in industry. The lack of such 
experienced leadership, however, 
should not deter any group from 
launching a similar program. 

We have just experimented with 
the use of recorded case histories 
of actual supervisor-worker prob- 
lems and found them to be very 
stimulating to discussion. Stock 
case histories are used so as to 
eliminate the personal element. In 


’ preparing our program for this 


year, we had run into that very 
thing. When the supervisors were 
asked to prepare some case his- 
tories from their own experience, 
they were not interested in disclos- 
ing their problems for other super- 
visors to work on. So we changed 
our techniques a bit and asked 
them to present facts or specific 
cases using fictitious settings and 
names. Then we rewrite and fill in 
on these facts and develop com- 
plete cases. Thus, there is no iden- 
tity maintained with the cases, and 
this seems to have met with their 
approval. 


SELLING THE PROGRAM 


The third point of the problem, 
the need for selling the supervisory 
staff on the training program, de- 
pends upon the salesman. If he 
has sold himself, has honestly 
thought through the values to be 
gained from such a program and 
then has developed, on paper at 
least, a definite training program, 
he should be able to do the job. He 
can always refer to an industry in 
his locality to determine why its 





management is willing to spend 
rather large sums on supervisory 
training. If the general objectives 
are established and the conference 
method then is given a try with 
the supervisory group, the possi- 
bilities of such a program will sell 
it. The program surely will remain 
uninspired and poorly attended if 
the administration and the rest of 
the supervisory staff find no real 
necessity for the plan. 

Our supervisory staff of 120 
people, including administration 
and department heads, was divided 
into six groups of 20 persons each. 
We tried to list no more than two 
persons from the same department 
or unit in any one group. The de- 
partment head and the assistants 
also were placed in different 
groups. Thus, the participants in 
each of the six conferences pre- 
sented a cross section of the entire 
supervisory staff. 

Our program then took shape 
rapidly. The general topic of hu- 
man relations was divided into five 
parts, one to be discussed at each 
90-minute meeting for five consec- 
utive weeks. 

These subjects were: Basic ele- 
ments in good human relations— 
the employer’s and the employee’s 
parts; the relationship of manage- 
ment to good human relations or 
good supervision — qualities and 
characteristics of a good supervisor 
and how to improve them; how to 
secure cooperation; the technique 
of handling people, and how to 
develop personality and efficiency. 

Before the conclusion of this 
series, many of the participants 
expressed a desire to discuss real 





MEMBERS of a typical supervisory conference group gather for discussion. Each 
of the six groups includes representatives from all of the hospital's departments. 
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problems that existed in a particu- 
lar department or unit or that con- 
fronted the hospital as a whole. 
Thus, the plan for the second 
series, problem solving, came di- 
rectly from these groups. We sug- 
gested that for this series the par- 
ticipants act as conference leaders 
in discussing problems of their 
own selection. 

Although there was not enough 
time for all 20 participants to con- 
duct conferences, several in each 


group did so. Some of their self- 
chosen topics included: Introduc- 
ing the new employee to his job; 
interdepartmental relationships; 
how to rate an employee; safety 
and accident prevention; creating 
good public relations; building pa- 
tient morale; handling personality 
adjustments, and absenteeism and 
and tardiness. 

Twice during the program all 
supervisory training participants 
met together. The first time was 


ADIN 


A HEAD NURSE KEEPS 


A 90-minute diary of decisions 


HE HEAD NURSE must be an ad- 

ministrator. This expression 
is heard repeatedly. Can this re- 
mark be justified? 

The following description of 
ward activities over a 90-minute 
period, given by one busy head 
nurse, is not an unusual one on a 
ward where small children who 
are acutely ill are hospitalized. 
This particular ward of 31 beds is 
set up as a nonsegregated service 
for children between the ages of 
one and four years. The average 
daily census for a month usually 
is 28.6 patients. 

On this particular day, at 10:30 
A.M., the head nurse was bom- 


barded with requests for assistance . 


from resident and attending phy- 
sicians. The surgical resident ap- 
peared to dress the wounds of 
three children; a private surgeon 
wanted to change dressings on a 
child with severe body burns; the 
neurosurgeon had to perform a 
subdural tap. 

Simultaneously the pediatric 
resident desired help in starting 
continuous intravenous therapy on 
a child. Before he could complete 
his request, a stretcher bearing a 
two-year-old child was wheeled 
down the hall by an anesthetist, a 
surgeon and an orderly. As the 
child was in shock, the surgeon 
gave rapid-fire instructions to pre- 
pare for an immediate transfusion. 

Meanwhile, an attending pedia- 
trician was inquiring about the 
condition of her patient and de- 
ciding to examine the child com- 
pletely—and needed help. 
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To keep pace with this variety 
of activities, the head nurse had 
to send a student nurse to assist 
the surgical resident, call another 
student to bring the child with the 
burns to the treatment room and 
ask the neurosurgeon to wait until 
that room was clear and the nec- 
essary equipment secured. A ward 
helper was dispatched to the cen- 
tral supply room for the required 
trays and solutions, a porter was 
sent to the blood bank for the unit 
of blood and a nurse was rushed 
back to the cubicle to stay with 
the child returned from surgery. 

A mother came to the desk for 
her three-year-old boy, who had 
been dismissed. As this mother 
had to be instructed in the method 
of giving aerosal penicillin to the 
boy, the various articles necessary 
for the treatment were collected 
and their use demonstrated by the 
nurse and then by the mother. 

Two other physicians were wait- 
ing at the desk to write orders and 
give important instructions while 
another family was being contacted 
to call for their child. 

Besides these duties, the usual 
ward routine of answering ques- 
tions, giving instructions and di- 
recting activities of ward person- 
nel continued. These questions and 
instructions concerned students, 
ward aides and maids, ward secre- 
tary, laboratory technicians, even 
attending physicians. 

All this in 90 minutes by one 
head nurse.—LOUISE FLYNN, R.N., 
director of nursing, Children’s Hos- 
pital, Cincinnati. 


for a panel discussion of genera] 
hospital policies. The director of 
the hospital was the panel chair- 
man, and the two assistant direc- 
tors, the head of the business 
offices and the personnel officer 
made up the panel to answer the 
questions submitted by the partici- 
pants. The second general meet- 
ing was to enable all supervisors 
to have a better understanding of 
the budget—what it is, why one is 
needed, how it operates and the 
supervisor’s responsibility and re- 
quired assistance in its preparation. 

Another year’s training session 
now has been completed. This 
year’s program received much bet- 
ter response than the one of last 
year, probably for two reasons: 
First, we interspersed between dis- 
cussions eight speakers, all but 
one of whom were from outside 
the hospital. They included men 
of practical experience in applied 
psychology, industrial relations, 
group dynamics and merit rating 
as it is done in industry. The pro- 
gram was so arranged that each 
speaker introduced the new topic 
to be discussed by the groups in 
the sessions following the lecture. 
Second, the supervisors knew bet- 
ter what to expect from the pro- 
gram. 

A questionnaire, asking each 
participant’s views of this year’s 
session, indicated that the lectures 
were much appreciated and made 
a definite improvement in the pro- 
gram. Generally speaking, the par- 
ticipants said they felt that the 
training program is definitely help- 
ful and worthwhile. 


SOURCES OF MATERIALS 


Audio-visual training materials may be 
obtained from the following sources: 

The Dartnell Corporation, 4660 Ravens- 
wood Avenue, Chicago 40. . 

National Safety Council, 20 N. Wacker 
Drive, Chicago 6. 

St. Paul Mercury Indemnity Company, St. 
Paul 2. (Film on hospital safety.) j 

Federal Security Agency, U. S. Office of 
Education, Trade and Industrial Service, 
Vocational Education, Washington 25, D.C. 

Metropolitan Life Insurance Company, 
New York City. : 

Audio-Visual Education Center, Univer- 
sity Extension Service, University of Mich- 
igan, Ann Arbor. 

General Motors Corporation, Detroit. 

Dale Carnegie, 27 Wendover Road, Forest 
Hills, New York City. 

Michigan Bell Telephone Company, 3000 
Guardian Building, Detroit. 

H. W. Wilson and Company, New York 
City. (Educational film guide, film strip 
guide.) : t 

Educational Screen, 64 E. Lake Street, 
Chicago. (1,001 Blue Book of Nontheatri- 
cal Films.) ie 

Vera Falconer, McGraw Hill Publishing 
Company, New York City. (Film -_ 

Educators Progress Service, Randolph. 
Wis. (Educators guide of free films, 
cators guide of free slide films.) 
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LTHOUGH MANY WARNINGS con- 
cerning fire hazards in hos- 
pitals have been published, little 
has been written to assist the com- 
munity hospital that is housed in 
an old building and is prevented 
py a shortage of funds from mak- 
ing the structural changes or im- 
provements necessary for safety. 
The exercising of fire drills as a 
means of preparing for action in 
case of fire is a good practice, but 
it is not thorough enough. Positive 
action for fire prevention and train- 
ing is much better. 

The armed forces use a most ap- 
propriate term, S.0.P.—Standard 
Operating Procedure. The term 
implies that the hospital has a 
planned system of handling a fire 
for the hospital as a whole and for 
each floor and ward or area, as 
well as a fire-prevention training 
program. Individual ward or area 
plans will be effective in the event 
of a fire only if they are integrated 
as a part of the whole plan, since 
stairs and escape areas may be 
jammed in one area of the build- 
ing and entirely empty in another. 

Who should plan the S.O.P. for 
ahospital? It should not be an as- 
signment for any one person alone 
but rather a cooperative affair. Nor 
should the local fire department be 
confronted with: “Boys, here is our 
problem; you are the experts; you 
write the program.” 

A hospital is not an ordinary 
public building. It contains people 
in various stages of sickness and 
recuperation from surgery, as well 
as infants and helpless, bedridden 
patients. The average fire fighter 
has had no opportunity to learn 
how to handle these special cases 
and will have to ask the hospital 
for assistance and information. 


PLANNING COMMITTEE 


A committee of hospital person- 
nel, including the administrator, 
the director of nurses, the house- 
keeper, the maintenance supervis- 
or, and the chief engineer, should 
be adequate to handle the details. 
It is wise also to include all the 
nursing supervisors, particularly 
those on the evening and night 
shifts. 

A representative from the local 
fre department should be asked to 


—_—_— 


wilt. Schneck is superintendent of the 
fo Odist Hospital and Training School 
t Nurses, Fort Wayne, Ind. 
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STANDARD OPERATING PROCEDURE 


Planned fire safety for an 


old hospital building 


KARL R. SCHNECK 


lend assistance to each group in 
preparing its plan and then to help 
organize the over-all hospital plan. 
His advice will undoubtedly in- 
fluence the plan not only for fire 
fighting but for fire prevention as 
well. As cach department in the 
hospital is made conscious of its 
plan of action, it becomes aware 
of fire prevention. Such a coop- 
erative plan of developing a fire 
program further gives the fire de- 
partment an insight to hospital fire 
potentials. 

Just how is an S.O.P. started? 
First, an analysis of the building 
is made to determine what hazards 
exist. Some hospitals have a real 
hazard in their elevator shafts. 
These shafts are not only complete 
chimney flues in themselves but, 
because of accumulations of dirt, 
debris and grease for sliding sur- 
faces, are enormous potential fire 
hazards. What about staircases? 
What is their construction? Are 
there doors between the staircases 
and the corridors on each floor, or 
are they all integrated into one, 
large, open shaft from floor to 
floor? A large, open staircase also 
can be an excellent flue. Doors at 
the entrance to each floor from the 
staircase are good as fire blocks 
and also as blocks to drafts and 
cold air currents during winter and 
for elimination of noise and con- 
fusion from other hospital areas. 

Since the analysis has covered 
the two usual means of evacuation 
of the hospital, evaluation of the 
emergency exits should be made. 

Fire escapes, either inside or 
outside, should terminate at a safe 
exit point and not in a potentially 


dangerous area such as the first 
floor roof of an extension contain- 
ing a laboratory or a boiler room. 
Some inside fire escapes dead-end 
or terminate on one of the lower 
floors but not the ground floor. 
Thus, in the event of an emer- 
gency, a congestion of people will 
be channeled onto that floor. Any 
tendency toward large massing of 
people anywhere in a burning 
building can lead to panic, which 
is recognized as a far more danger- 
ous hazard than the fire itself. 


HORIZONTAL EXITS 


In planning the S.O.P., it is well 
to include the advantage gained by 
horizontal exits. These exits are 
by-passes around firewalls or fire- 
breaks that permit persons to go 
around a fire or smoke area and 
still have access to the outside. One 
of the major difficulties in hori- 
zontal exits is the tendency to lock 
the outer exit doors or to store 
materials in the corridors or bal- 
conies that make up these means 
of egress. 

The exits from various parts of 
the building will permit the use 
of horizontal exits in the individ- 
ual floor plan as well as the over- 
all hospital plan. The planning of 
secondary routes of travel in the 
event of an emergency blocking of 
the main staircase will soon dem- 
onstrate the advisability of pre- 
paring a set of horizontal exits or 
making some deviations in corri- 
dor space of the present building 
to make use of this means of exit. 

If at all possible, a set of hori- 
zontal exits should be prepared for 
each floor or section of the build- 


7| 














































ing and included in the practice 
discussions in the various depart- 
ments. Correct emphasis of the 
great value of these exits will as- 
sist in conditioning the housekeep- 
ing and maintenance departments 
from being tempted to store items 
in these locations. 

In devising the S.O.P., the use 
of elevators for evacuation should 
not receive much consideration. 
The system should be planned so 
that it will be possible to function 
without the elevators, because the 
electricity required for operation 
probably will be turned off in the 
event of fire. Also, they are of 
themselves a potential fire hazard. 
Planning should be concentrated 
on staircases and emergency fire 
escapes. 

In planning the evacuation of 
patients from upper floors, the lo- 
cal fire department should be con- 
tacted regarding the maximum 
height from which firemen can 
evacuate bed patients on their ex- 
tension ladder truck. 

This ladder truck idea suggests 
the use of sun porches or recu- 
perative porches on each floor as 
collecting points for evacuation by 
outside means. As most hospitals 
are fairly resistant to fire, it may 
be possible to section off or local- 
ize the fire on a single floor. This 
will mean the potential evacua- 
tion of only certain areas on a 
floor into collecting stations on that 


floor or one on a lower level. As. 


a general rule, patients should not 
be evacuated upward from one 
floor to another in the event of a 
localized fire, for such fires have 
been known to make hidden prog- 
ress and go wild. 


COMPLETE INDOCTRINATION 


After the routes of evacuation 
have been established and areas of 
collecting of patients designated in 
the event of localized fires, it is 
important that the entire proce- 
dure be written out and studied 
by all committee members so that 
they can go back to their respec- 
tive departments and instruct their 
workers. 

At this time it is well to be cer- 
tain that all nurses are well versed 
in the operation since it is they 
who will have the most to do in 
the event of fire. All shifts of 
nurses must be trained in their 
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floor plan as well as in the over- 
all hospital plan. Too often the 
night shift is neglected in these 
details, and they are very limited 
in number and are invariably the 
ones who are called upon to fight 
a fire. 

Throughout the entire period of 
developing an S.O.P. the nursing 
department. should be vitally in- 
terested in determining evacuation 
routes and collection areas because 
they will then understand the 
problems of movement not only of 
their section but also in the over- 
all plan. Their counsel on how to 
move the various types of patients 
will demonstrate the limitations 
imposed upon locomotion or trans- 
portation. 


EMERGENCY ALARMS 


Another item to be considered 
in the S.O.P. is the emergency 
alarm system. In some cases tele- 
phone service through the central 
switchboard is used, with a sub- 
sequent signal sounded over a 
speaker system. Under no condi- 
tions should speaker systems an- 
nounce “Fire, Ward 3” but rather 
“Emergency Service Red, Ward 3” 
or some other similar verbal sig- 
nal. Floor attendants, nurses and 
other personnel should be trained 
to eliminate shouting directions 
and unnecessary running about in 
the event of emergencies. They 
should also be taught to use verbal 
substitutions as previously indi- 
cated so that patients and visitors 
will not be sent into panic. 

In some large hospitals a regu- 
lar fire call-box system can be 
placed in a relay to the central 
fire department station. Also main- 
tenance and floor personnel can be 
organized into firefighting groups. 
In any event, after a fire has been 
reported to central switchboard by 
telephone or call-box, the central 
operator should relay the call to 
the fire department immediately 
and not wait for local floor per- 
sonnel to control the blaze. Fires 
handled by the regular fire de- 
partments within the first five 
minutes usually can be confined to 
a minimum location. 

In some cases fire drills may be 
held in the hospital, with nurses 
and floor personnel simulating the 
movement of patients. With the 
present short hospital stay of most 





patients, however, it is doubtful 
that many patients or their vis- 
itors would be impressed by any 
elaborate demonstration of an ac- 
tual mass hospital fire drill. Train- 
ing in simulating the evacuation 
of certain types of patients from 
various locations by the floor su- 
pervisors would be effective with- 
out creating confusion and uproar 
within the normal hospital routine, 

All floor personnel should know 
the location of fire-fighting equip- 
ment on their floor. It would be 
advantageous to have the appara- 
tus located in the same general 
position on each floor so that per- 
sonnel from one floor could more 
readily assist workers on another 
floor if necessary. 

So far the S.O.P. has been main- 
ly a matter of handling fire emer- 
gencies. The second half of its pro- 
gram emphasizes the need for fire 
prevention. The S.O.P. will make 
the groups fire conscious, but rou- 
tine procedures on a daily or a 
weekly basis will prevent a lag- 
ging of the activity. 

Daily housekeeping routines 
such as emptying all waste recep- 
tacles in rooms and floors can be 
included in the S.O.P. and used 
to punch home the prevention of 
fire as the most important item 
and the advantage of eliminating 
a possible fire hazard. A weekly 
inspection of all fire routes and 
potential collection areas not only 
keeps the floor supervisor up on 
the fire routine but also serves as 
a policing of areas where shabby 
housekeeping could be dangerous. 
There is a real ulterior motive in 
all these items on the list for in- 
spection, and it requires only a 
little ingenuity to eliminate the 
idea of work from the task and 
substitute fire prevention as the 
real basis for the activity. 


CONTINUAL REVIEW 


After “Fire Safety—S.O.P.” is 
completed, it should not be put 
away in the file and taken out only 
to exhibit to the fire inspector 
when he comes. The S.O.P. is 
really a living, changing thing, and 
it should be reviewed continually. 
If it is kept active, all personnel 
will recognize their place in the 
whole activity and be fire-safety 
conscious, and this is the real ob- 
ject of fire prevention. 
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PHILADELPHIA COUNCIL DEVELOPS 


A direct expense report 


for departmental costs 


A. C. EGLIN JR., C.P.A. 


PURRED ON by the economic 
pressures of recent years, there 

has been an enormous increase in 
interest in hospital cost accounting. 
Professional literature has carried 
articles on cost accounting, and 
numerous hospital bodies have de- 
veloped methods of cost analysis 
for the revenue-producing services 
of the institutions. The Hospital 
Council of Philadelphia has devel- 
oped a departmental direct ex- 
pense report as an accounting tool 
for the control of hospital expenses. 
The costs of services for which 
charges are made to patients are 
extremely useful data in determin- 
ing hospital regular charges and 





Mr. Eglin is accounting associate of the 
Hospital Council of Philadelphia. This ar- 
ticle was adapted from a paper prepared 
by him for the Accountants’ 52 Club in 
October 1949. 
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the composite amount to be paid 
by third parties, such as Blue Cross 
and government agencies, for serv- 
ices to their constituents. These 
cost figures also can be used effec- 
tively in telling the hospital’s story 
to the public. 

These cost units (board and 
room, operating room and x-ray 
department), however, are not the 
most useful figures for controlling 
costs within the hospital. The cost 
of caring for a patient for a day is 
not the responsibility of any one 
executive within the institution. 
Many auxiliary departments — 
nursing, housekeeping, dietary and 
laboratory—share in producing the 
unit of service called a patient 
day. 

To control costs effectively, it 
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must be possible to hold some one 
person responsible for these costs. 
The only costs that can be controll- 
ed effectively are the departmental 
costs, exclusive of any allocated 
expenses. The housekeeper can be 
held responsible for the house- 


keeping costs, the director of 
nurses for nursing costs, and the 
chief engineer for maintenance 
costs, but none of them may prop- 
erly be criticized for excessively 
large expenses incurred under the 
other’s supervision. 

Cost, as accountants typically 
use the term, includes not only 
the direct departmental expense 
but also a portion of the indirect 
services of other departments, that 
is, overhead. A department head 
usually will deny any responsibil- 
ity for costs allocated to his or her 
department, and rightly so. In fact, 
in many cases he will try to hide 
behind such allocated costs, blam- 
ing them for the high cost of his 
department. The department head, 
however, can be held definitely re- 
sponsible for the expenses of direct 
labor and materials used by his 
department. 

The amounts of direct depart- 
mental expenses are readily avail- 
able from the ledgers of practically 
every hospital, even the smallest. 
The only thing that may need to 
be done is to use greater care in 
correctly charging expenses to the 
proper department. For example, 
the salary of a nurse working sole- 


/ANON.NN.ULUUUUU.UU ULLAL HET 


Departmental direct expense report (monthly) 


Supplies & Repairs & Total direct Service units Unit 

Department Salaries expenses replacements expenses Description Number cost 

i $ 4,320 $ 1,890 $ 6,210 Per $ of total expense ........ —  5.82%* 

Purchasing & stores .......................... 875 4 879 Per $ of expense 

: (excluding salaries) ...... — 1.89%* 
Housekeeping o..0........-........cccccccscccee 2,356 1,763 $ 164 4,283 Square feet ......................- 84,627 $ .051 
“te SaaS 2,334 387 2,721 Lbs. (or pieces) ...............--. 82,950 .033 
Eee 5,237 16,223 700 22,160 Meals served .............-..------ 59,803 = .371 
Operation of plant 220.2... 1,703 6,012 420 8135 § Square feet .................... 84.627  .096 
Maintenance of building & property 2,343 2,622 4,965 Square feet ........................-. 84,627 .059 
eine 708 3,701 4409 Orders filled ..................... 11,208  .393 
Medical supplies 22.000 753 4399 1,240 6392 Patient days ..................... 6.783  .942 
Social service 2.2.0.0. seeseeeeeeseeeen 405 86 Bo oon rnnccies 74 6.635 
Ce, 14,175 620 14,795 Patient days ...................--- 6,783 2.181 
ee Be 1,109 72 1181  # Resident days... 1353 873 
a 1,881 13 1,894  # Student days .................... 1,012 1.872 
Medical services 20.0.0 1,291 1,291 ¢t Patient days .................... 6,783 .190 
Medicai records... 648 728 1376 Discharges... 771 (1.785 
Putpatient department .................... 1,660 435 2,095  # Cases or visits .................. 1,942 1.079 
gl sie 5,535 1,156 180 6871  # Examinations 15.400 446 


* Ras : e 
Administration and purchasing and stores are best measured as percentages of total expenses. 
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ly in the operating room should 
be charged to the operating room 
and not to general nursing. 

Even with payrolls averaging 
about 60 per cent of total expenses, 
many hospitals are lax in the dis- 
tribution of payroll expense. No 
additional office work is involved. 
No allocation of the expenses of one 
department to another is required. 
The hospital whose accounting is 
not yet ready to undertake the 
allocations and computations re- 
quired in cost analysis work can 
easily prepare a schedule of de- 
partmental expense. 

The total dollar departmental 


expense is significant only in re- 
lation to the volume of work. A 
total monthly dietary expense of 
$10,000 tells us little unless we 
know the number of meals served. 
In many cases there is more than 
one unit for measuring the work 
of a department. Administrative 
expense, for example, may be 
measured as a percentage of total 
hospital expense or as so many 
dollars per admission. 


The unit selected should be one 
that is a reasonable yardstick and 
available without too much addi- 
tional work. The accompanying 


table shows the units that we think 
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Guiding the neophyte nurse 


THAT RULES AND REGULATIONS can be presented to new 
students in an interesting manner has been proved by 
the Rhode Island Hospital School of Nursing, Provi- 
dence, with its recently published booklet, “Student 
Guide.” 

Opening with a welcome. from the. executive director 
of the hospital, Oliver G. Pratt, and greetings from the 
Student-Faculty Association, this booklet, throughout 
its 32 pages, orients the new student and gives her 
faets- about the hospital andthe Florence Nightingale 
Pledge. On the two center pages is a map of the hos- 
pital grounds to help the neophyte in finding her way 
about during those first bewildering days of training. 

With this small 4% x 6%-inch booklet tucked in her 
notebook, the student nurse can easily gain an idea of 
what is expected of her in regard to her residence, uni- 
forms, health, fire prevention, classes, the library, extra- 
curricular activities, and privileges and responsibilities. 
Each topic is clearly subdivided so that the student can 
find at a glance the subject on which she is seeking 
information. 

If she is taking a gloomy outlook at rules and regu- 
lations, her face is apt to break into a smile, for “Stu- 
dent Guide” is cleverly illustrated—by Jane L. McEwen, 
one of the school’s own students—with line drawings 
of student nurses in various phases of their duties and 
living. The cover, too, features one of the drawings, 
which, with the title, is in white on a cocoa brown 
background. This same shade of brown ink is used for 
the text of the book. 


meet these requirements. The de- 
partmental expense classifications 
shown on this table are used in 
the uniform accounting system for 
general hospitals receiving state 
aid in Pennsylvania. A separate 
column for repairs and replace- 
ments is provided to conform to 
the method of accounting for these 
expenses under the Pennsylvania 
system. 

Many hospitals with excellent fi- 
nancial accounting are backward 
in the gathering of accurate sta- 
tistics. The data called for in the 
preparation of. this report are the 
minimum statistics needed for in- 
telligent management of a hospital. 
We believe their value as a man- 
agement tool will fully justify the 
expense of their collection. 

The statistical data are just as 
important as the financial data and 
the same care should be used in 
obtaining accurate statistics as is 
used in financial accounting. If 
the hospital is planning to fol- 
low through with a cost analysis 
for the revenue-producing serv- 
ices, such statistics are essential as 
the bases for making the required 
allocations. 

Within the same hospital from 
month to month, the departmental 
direct expense report serves as a 
measure of the department head’s 
suceess.or faikure- in discharging 
his responsibilities. Among vari- 
ous hospitals using a uniform code 
of accounts, it serves as a compari- 
son of the efficiency of the various 
departments in the hospitals with- 
in the group. 

In summary, the departmental 
direct expense report has these ad- 
vantages: (1) It is a useful tool 
in assisting the administrator in 
controlling costs. (2) It can be pre- 
pared easily even by the smaller 
hospital since no allocations are 
required; the information can be 
taken directly from the books of 
account. (3) It can be used as a 
medium. of comparison between 
hospitals. (4) It is a step in the di- 
rection of more complete cost an- 
alysis. The financial and statistical 
data needed for the departmental 
direct expense report are needed 
for cost analysis of the revenue- 
producing services as well. A hos- 
pital that prepares this report }s 
well on the way to good cost ac- 
counting. 
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“That the community may know its hospitals” 


LYNN C. WIMMER 


IXTEEN MILLION patients! 

That is the number of people 
treated in hospitals throughout the 
nation last year. And that is the 
number that will headline this 
year’s official National Hospital 
Day poster. This poster, in two 
sizes, 842 x 11 inches and 17 x 22 
inches, again will be available to 
hospitals through the American 
Hospital Association. 

Since this service to 16,000,000 
patients is provided by members 
of the hospital family, a special 
leaflet entitled ‘““Hospitals Are Peo- 
ple’ also has been prepared for 
hospitals to use in broadening pub- 
lic understanding of their contri- 
bution to better health in the com- 
munity. 

‘Hospitals Are People’ intro- 
duces the hospital team—selected 


and representative members of the: 


more than 50 professions, occupa- 
tions and skills that comprise hos- 
pital personnel. 

Both the poster and the leaflet 
are prepared as aids to hospitals 
commemorating National Hospital 
Day on or about May 12—the anni- 
versary of the birthday of Florence 
Nightingale. 

Conceived by Matthew O. Foley 
when he was editor of Hospital 
Management as “the means of 
showing the public the human side 
of the hospital, of its varied serv- 
ices, of its plans for expansion, 
and, most important, its needs,” 
National Hospital Day was enthu- 
Siastically accepted by leaders in 
the hospital field as well as by 
Prominent people in the country. 

Warren G. Harding, President 
of the United States at the time, 
wrote the initial endorsement of 
National Hospital Day. 

From its beginning in 1921, when 
Some i,500 hospitals participated 


Mr. W:mmer is assistant director of pub- 


lic relations, Americ i i 
tion, Chicago. ron 
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The original slogan still keynotes National Hospital Day 


and an estimated 250,000 people 
visited open houses at hospitals, 
National Hospital Day activities 
have expanded in scope. 

As a further aid to hospitals 
planning commemorative events 
on or about May 12, an entire kit 
—Kit No. 4—in the “Telling Your 
Hospital’s Story” public relations 
program series will be devoted to 
National Hospital Day. That, in 
fact, is the title of Kit No. 4— 
National Hospital Day. 

This kit will contain 11 sections. 
Each section will offer suggestions 
on ways to promote the “Day.” 
Among the media covered in the 


kit are radio, television, news- 
papers, other publications, displays 
and exhibits and letters. 

There is also one section, “This 
Has Been Done,” which will con- 
tain summaries of other outstand- 
ing National Hospital Day activi- 
ties conducted by hospitals. 

Kit No. 4 in the “Telling Your 
Hospital’s Story” will be sent auto- 
matically to all institutional mem- 
bers of the Association. Members 
also will receive samples of the 
posters and the special leaflet. 
Quantity lots will be available at 
cost. The hospital’s name may’ be 
imprinted for a small fee. 





Dear Mr. Hatfield: 


every citizen. 


Mr. John N. Hatfield, 
President, 


18 East Division Street, 
Chicago 10, Illinois. 





THE WHITE HOUSE 


I cannot express too warmly my deep admiration for the work 
of our hospitals and health centers in the preservation of our most 
priceless national resource -- the health and well-being of our people, 
Observance of National Hospital Day on the anniversary of the birth of 
Florence Nightingale serves to remind us of the tremendous advance made 
in caring for the sick in the nearly one hundred years since she began 
her career of hospital reform and nursing service. 


National Hosvital Day is a fitting occasion for all citizens 
to learn more of the expanding role of hospitals and health centers in 
this Nation. With the help of federal planning and finencizl assistance 
through the Hospital Survey and Construction Act, communities everywhere 
are becoming aware of their great responsibilities for the health of 


Hospital services to the petient are being expanded and 
strengthened through coordination and integration of hospitals both 
large and small, and ways are bein: found to bring the best in modern 
medicine and medicsl skills to our citizens wherever they may live. 
The American Hospital Association has made a vital contribution’ toward 
this effort which is setting new stendards for the entire world. 


American Hospitel Association 


WASHINGTON 


March 10, 1950 


Very sincerely yours, 









































The "Principles," up to date 


THE Boarp OF TRUSTEES has approved a resolu- 
tion, reproduced on page 84, which is deserving 
of careful study. This is intended as a guide to 
hospitals in negotiating contracts with pathol- 
ogists, radiologists, anesthesiologists, and physia- 
trists. 

For many years the 1939 “Principles of Rela- 
tionship” served the purpose adequately, but na- 
tional and state organizations representing some 
of the above listed physicians recently have taken 
a hand in such negotiations. Their insistence on a 
uniform contract threatens to disrupt long estab- 
lished and mutually satisfactory contract arrange- 
ments in many communities. 

The uniform contract is more than a technical 
violation of the earlier principles. It can be used in 
such a way as to destroy a hospital’s legal responsi- 
bilities for high quality patient care. If widely 
adopted, it could seriously handicap all voluntary 
efforts to meet public demand for more adequate 
health services. 

The Board’s 1939 resolution in general reinforces 
the old principles and suggests the basis for policy 
with respect to problems that have risen since 1939. 


Trial run 


ONE OF THE BIG EVENTS of this year, if not of this 
decade, is the signing of company-wide Blue Cross 
contracts covering the employees of several steel 
manufacturers. 

Assuming that these early contracts work out 
as expected, the possibilities are unlimited. Blue 
Cross enrollment should rise sharply, which in 
itself is good, but still more important, compulsory 
hospital insurance will have lost another wheel. 

Several persons had a hand in those negotiations 
but the burden was carried by two plan directors, 
E. A. van Steenwyk of Philadelphia and Abraham 
Oseroff of Pittsburgh. They found the steelwork- 
ers interested only in comprehensive service and 
a blanket contract; wherever in several states a 
covered employee might need hospitalization, he 
would receive the same package of benefits. 

This called for a kind of teamwork that had 
only been talked about before. The Blue Cross 
negotiators were asked for commitments that in- 
volved several plans and scores of hospitals—and 
the time was short. They checked hurriedly with 
the other plan directors, who in turn checked 
hurriedly with the hospitals. All concerned had 
to take a great deal on faith, but this they did, 
and so a vast obstacle may have been cleared 
away. 

Blue Cross enrollment has sailed steadily ahead, 
but since the war the Blue Cross idea often seemed 
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to be caught in a whirlpool of changing conditions. 
The times called for broad and uniform coverage, 
but how could this be accomplished without de- 
stroying the idea of many independent plans, each 
dealing with many independent hospitals? 

The man-hours of study that have gone into a 
study of this question are beyond calculating, and 
the complete answer still has not been found. 
Meantime these company-wide contracts could 
easily open the way. At least they are forcing a 
trial run of the closer teamwork that today’s condi- 
tions require—the team being composed of plans, 
hospitals, organized labor and management. 


Those fire inspections 


No ADMINISTRATOR has yet voiced a complaint 
against the National Board of Fire Underwriters’ 
program for the voluntary inspection of hospitals, 
but one state inspection bureau executive has a 
complaint against some hospitals. 

He has sent 20 reports to 20 hospitals already 
inspected and at the time of writing had not re- 
ceived even one acknowledgement. He was not 
expecting bouquets, but he had carried out the in- 
spections at a considerable strain on his own or- 
ganization, and under the circumstances he felt 
that this was contributing something to the wel- 
fare of the hospitals and their patients at no 
charge. 

There is a widespread belief among safety 
authorities that inspections without follow-up 
have little effect. The committee that planned this 
program nevertheless decided against the follow- 
up because it wished to avoid any suggestion of 
coercion. It presumed that hospitals were anxious 
to protect their patients and property against fire, 
and so it was agreed that the matter of complying 
with recommendations should be entirely volun- 
tary. 

While there are many events and occasions more 
pleasantly exciting than a fire inspection, the man 
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who makes this complaint is on solid ground. Since 


' the purpose of fire inspections is good, since the 
' service is free, and since the report must be read, 
a letter of acknowledgement would seem to be in 
order. Failure to make some kind of response 
' might be no more than thoughtlessness, but at 
the other end it has all the appearance of in- 
| difference. 


Another forward step 

Not SO LONG AGO the men who headed federal 
agencies seemed to see no connection between 
good hospital service and good hospital adminis- 
tration. Anyone who had been to medical school, 
who had acquired the right amount of seniority 
and had demonstrated an aptitude for paper work 
was thought to be perfectly capable of running a 
hospital. 

This old school attitude began to give way a few 
years ago when government employees were en- 
rolled for a postgraduate course in hospital ad- 
ministration. A few persons representing different 
agencies have worked steadily for this kind of 
progress, but the going has been slow. 


An article in this issue of HosPITats reports on 
another great step forward. It is a description of 
training programs especially designed for federal 
administrators. Two have been conducted and the 
third is scheduled for this month. After some 
pioneering by the Veterans Administration, all 
federal agencies concerned with hospital care now 
are collaborating on a series of programs. 


The sponsors appear to have set a sound pattern. 
They combine an institute type of presentation 
with on-the-job training and observation. They 
weight the faculty with nongovernmental author- 
ities on hospital administration. They see that 
training in management and leadership is not ob- 
scured by the hashing over of routine operating 
problems. 


All this represents enterprise where it could not 
be expected until recently. It reflects creditably 
on the Army, the Navy, the Air Force, the Public 
Health Service, the Bureau of Indian Affairs, and 
the Veterans Administration. 


Something missing 

ON Av LEAST TWo occasions during the past year 
Blue Cross plans have run into jurisdictional prob- 
lems which seemingly could not be solved by ordi- 
bery discussion and negotiation. In one case the 
dispute was subjected to arbitration and a tenta- 
tive solution resulted. In the other case efforts to 
arbitrate have been futile so far. 


Whether arbitration has anything to offer under 
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such circumstances as these is open to doubt. The 
forms and procedures of arbitration have been de- 
veloped specifically to compromise the conflicting 


_positions and demands of two interested parties. 


When two Blue Cross plans argue about jurisdic- 
tion, there is a third interested party, and this is 
the group of hospitals involved. 


The interest of these hospitals, moreover, can 
scarcely be regarded as casual. They own the 
facilities and dispense the services without the 
use of which a Blue Cross plan cannot operate. 


It was with these considerations in mind that 
the Board of Trustees has instructed the Blue 
Cross Commission and the Council on Prepay- 
ment Plans and Hospital Reimbursement “to 
study the development of arbitration between 
Blue Cross plans, together with the interests and 
rights of hospitals in such arbitration,” and to sub- 
mit a recommendation. 


The most obvious alternative or innovation 
leads quickly into a blind alley. Hospitals might 
be invited to name their own members of an arbi- 
tration board. They would still -have a minority 
voice, however, which would give them little if 
any advantage over not being represented at all. 


A practical alternative may abandon the con- 
cept of arbitration. Some. means will have to be 
found which permits hospitals to exercise some 
measure of control over the use of their own facil- 
ities and services. 


Short-sighted enterprise 

IN PREPARING for National Hospital Day next 
month a few hospitals have plans that in one way 
or another are tied to the raising of funds, and 
this is unfortunate. 


National Hospital Day at one time was the aver- 
age administrator’s major, if not only, public re- 
lations effort. While the alert ones nowadays have 
some kind of year-round program, the traditional 
observance on May 12 continues to serve a unique 
purpose. 

Many variations have been developed, but Na- 
tional Hospital Day is basically open-house day. 
All citizens of the community are invited to drop 
in for a visit. The atmosphere is that of a social 
occasion, which is to say that this is not an ap- 
propriate time either to charge admission or pass 
the hat. 


The temptation to raise money in connection 
with National Hospital Day may be ever so great, 
but it should be firmly and universally suppressed. 
Otherwise, the day will lose its great value as 
a good will builder; and the value of perennial 
good will is to the value of a little quick and easy 
cash as dollars are to dimes. 
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Postgraduate education for 


federal administrators 


W. T. DORAN, M.D., E. B. QUARLES, M.D. AND E. H. CUSHING, M.D. 


ATURE FEDERAL hospital ad- 

ministrators have recognized 
for a long time that the value of 
postgraduate education in ‘hospital 
management and administrative 
practices has not been fully real- 
ized. They have concentrated their 
attention on the quality of profes- 
sional medical care. 

Federal hospital administrators’ 
activities involve roughly the fol- 
lowing fields: Personnel, budget, 
maintenance, public relations, law, 
professional practice, intrahospital 
activity planning, and medical edu- 
cation. The federal hospital ad- 
ministrator is usually not involved 
in general construction or sources 
of outside income, but otherwise 
his operating problems are very 


similar to those of civil hospitals.. 


With these circumstances in 
mind, the Research and Education 
Service of the Veterans Adminis- 
trations’ Department of Medicine 
and Surgery has worked out a 
postgraduate program for the top 
man—the experienced federal hos- 
pital manager. 

The first institute, in Washing- 
ton in February 1949, was for man- 
agers of Veterans Administration 
hospitals. The second, for managers 
of hospitals operated by the Army, 
Navy, Air Force, Public Health 
Service, Bureau of Indian Affairs, 
and the Veterans Administration, 





Dr. Doran, Dr. Quarles and Dr. Cushing 
are on the professional staff of the Central 
Office, Department of Medicine and Sur- 
gery, Veterans Administration, Washing- 
ton, D. C. This article has been reviewed 
in the Veterans Administration and is pub- 
lished with the approval of the Chief Med- 
ical Director. The statements and conclu- 
sions published by the authors are a result 
of their own study and do not necessarily 
reflect the opinion or policies of the Vet- 
erans Administration. 
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was held in Washington in October 
1949. Both were conducted by the 
Veterans Administration. A third, 
for managers from all these agen- 
cies, will be conducted by the 
Army in Washington this month. 

Because the participants could 
not spend a full semester away 
from their desks, a two-month pro- 
gram was planned. There would 
be an institute period followed by 
two on-the-job periods for directed 


. practical experience. Part of the 


latter would involve preparation of 
three management surveys. 

It was agreed that the formal 
part. of this -program: should: be 
carefully aimed at training partici- 
pants to handle general manage- 
ment problems and at fitting them 
for executive leadership. A dis- 
cussion of routine problems would 
not be allowed to interfere. 

Two steps were taken to keep 
the presentation thus in line. First, 
recognized leaders in civilian life 
and extra-medical governmental 
life were asked to discuss topics 
of broad general interest. Second, 
five outstanding federal hospital 
administrators also were included 
among the participants for the spe- 
cific purpose of leading and stimu- 
lating discussion. They were to 
serve as hosts and preceptors. 

The institute phase was planned 
on a one - month, five - day week 
basis, with sessions on Mondays, 
Tuesdays, Thursdays and Fridays. 
Wednesdays were given over to 
coordinated field trips to selected 
local hospitals for observation. In 
setting up the time schedule for 
topics, decisions were based on the 
subject’s relative importance to the 








program as a whole. All topics 
were to be presented by the lec. 
ture-discussion method. No session 
would be longer than two hours, 
and at least half the time would 
be allowed for discussion. 

Two keynote topics started the 
institute phase. They were “The 
Function of the Executive” and 
“The Control of the Quality of 
Medical Care.” 

In recognition of the role that 
hospital managers play in the area 
of public relations through fre- 
quent appearances as speakers at 
community functions, it was ar- 
ranged to devote 16 hours of time 
to a course in public speaking. This 
was the only “course” presented. 

Most of the speakers were not 
serving in government directly. 
During the course of several pre- 
sentations, viewpoints antithetic to 
those officially held by the Vet- 
erans Administration, and indeed 
by government agencies, were ex- 
pressed. Such discussions were en- 
couraged, since they would help 
participants to become acquainted 
with various points of view. 


VISIT PRECEPTOR HOSPITALS 


For the first practical experience 
period, participants were subdi- 
vided and assignments made for 
two. visits of twe weeks each at 
two of the five preceptor hospitals. 
Assignments were made in such a 
way that each participant would 
be in contact with different pre- 
ceptors for the two sessions, and 
so that each visited a general and 
specialty hospital. Inasmuch as the 
total number of participants was 
24, the five preceptor hospitals had 
for each period of this training 
four to six participants at a time. 

On one of the latter days of the 
institute itself a special session was 
devoted to explanation of the tech- 
nique of a management audit sur- 
vey. Sample topics for survey 
aspects of hospital administration 
were offered. Topics favored for 
audits were not limited to these 
samples but were finally selected 
after a conference between pre- 
ceptor and participant. 

That the institute phase be fol- 
lowed immediately by a practical 
experience period was felt to be 
most important. This enabled the 
administrator to crystallize factors 
in management clearly in his own 
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The Saftiflask can be inverted and 
suspended with just one hand. On the I.V. 
standard this unique bail holds the Safti- 
flask securely in an “ice-tong” grip. 

Because the design of the bail permits 
hottle-to-bottle storage, additional valua- 
ble space in surgery and central supply is 
made available. 


Ask your Cutter Hospital Supplier for 
Cutter Solutions in Saftiflasks 


CUTTER 
Saftiflask Solutions 


CUTTER LABORATORIES, BERKELEY, CALIFORNIA 
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Specify Cutter. . . 


GET ALL THESE FEATURES 


Safticap «Goia” Saftiseal cap with the “big 
as a quarter” size pull-tab is easy to open— 
eliminates torn gloves and fingernails. 


Saftiflask Saftiflasks are always new. Safti- 
flask bottle is made of special glass. 


Label Easy-to-read. Your staff can quickly 
and accurately check type and percentage of 
solution. Saves time and eliminates possibility 
of error. 


Bail Safe, new pop-up bail withstands tre- 
mendous pressure. Saftiflasks can be inverted 
and suspended with one hand. Bail design 
saves storage space. 


Vacuum Sealed Mechanically induced vacu- 
um protects all Cutter Saftiflask Solutions— 
always safe, sterile, pyrogen-free and ready 
for instant use. 


Complete Line Full line of standard and spe- 
cial purpose U.S.P. solutions. 


LV. Equipment Compact easy-to-use expend- 
able and reusable infusion sets. Each Cutter 
Expendable Set is sterile, pyrogen-free and in- 
dividually boxed for storage and instant use. 


Available Everywhere Over 100 strategically 


located Cutter Hospital Suppliers reduces ne- 
cessity of large stock in your hospital. 











































mind and to have an opportunity 
to apply them to some facet of ad- 
ministration without interruption. 

In selecting the number of parti- 
cipants, it was felt that a top limit 
should be 30. The group from the 
Veterans Administration, exclusive 
of preceptors, finally selected for 
this institute was 15. All had had 
experience in hospital management 
in varying amounts. 

Six months after the first prac- 
tical experience period the partici- 
pants were allowed to make a trip 
to one or more hospitals—federal, 
state, municipal or private—in the 
vicinity of their own hospitals. This 
was for the purpose of orienting 
themselves further in the applica- 
tion of good administrative tech- 
niques by doing another survey. 
Hospitals with functions similar to 
their own were chosen. 

Such enthusiasm resulted that 
other federal agencies asked for 
the same type of program. With 


this in mind, the Interagency Com- 
mittee for Federal Hospital Ad- 
ministration Training, sought to 
have the second institute include 
representatives of other federal 
agencies. 

Much good experience gained at 
the first institute was used in plan- 
ning the second. Some topics were 
condensed, others eliminated and 
still others added. The forma] in- 
stitute was shortened from four to 
three weeks. On-the-job periods 
were shortened from two weeks to 
one. Participants from each agency 
were assigned for their practical 
experience periods to hospitals of 
their own respective agencies and 
also to a hospital of another agen- 
cy. Two rather than three visits 
to local hospitals were made. 

Half the group visited one of 
four hospitals during each of the 
two weeks. These trips were so 
planned that each visit represented 
a laboratory exercise related to a 
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Topics for the federal training program 


Following are the topics around 
which the federal hospital admin- 
istrators’ training program was 
built: 

Institute organization. 

Welcome by top level agency of- 
ficials. 


Characteristics of successful. 


executives. 

Control of the quality of medi- 
cal care. 

The medical program of each co- 
operating agency. 

The place of the hospital as a 
government agency. 

The nurse and the hospital. 

Space utilization in hospitals. 

Budget operations in the federal 
government. 

Shared educational responsibil- 
ities. 

Principles of personnel manage- 
ment in government agencies. 

Professional relations. 

Civil hospital organizations. 

Executive leadership and the de- 
velopment of subordinates. 

The role of the lay assistant in 
management. 

What should be in a medical 
education program for doctors. 

Standards for selection of pro- 
fessional personnel. 

Food cost control. 

Sanitary standards in hospitals. 
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Contributions of auxiliary and 
volunteer organizations to govern- 
ment hospitals. 

How to conduct successful staff 
meetings. 

Fire prevention and safety. 

Human relations at work. 

Auxiliary hospital activities as 
a therapeutic agent. 

Legal responsibilities of the doc- 
tor and the hospital. 

Reimbursement for hospital care. 

Hospital cost accounting and fis- 
cal statistics. 

Training programs for auxiliary 
hospital personnel. 

The patient looks at the hospital. 

The role of education in medical 
programs in government agencies. 

Work simplification and meas- 
urement. 

Medical record library program. 

Catastrophe planning. 

Press and radio relations. 

What the public is expecting 
from hospitals. 

Effective administrative and 
scientific writing. 

Government supply activities. 

Public and community relations. 

Survey techniques. 

The uses of medical statistics. 

Developing good relations be- 
tween management and employees. 

Program surveys. 


specific problem of management. 

To accomplish this a two-hour 
session on a specified topic was 
presented to the whole grou) im- 
mediately preceding the visits. The 
visits thus focused about this topic. 
To get a well-rounded picture, 
each participant visited a modern 
and an out-moded hospital. 


PANELS OF SPECIALISTS 


Another feature of the second 
institute was the use of more fre- 
quent panels to represent the 
viewpoints of different agencies on 
various topics. In each instance, 
however, a specialist in one field 
described that particular field for 
all agencies. Thus a panel was 
composed of groups of specialists 
in several related fields. This tech- 
nique of presentation was the most 
difficult to coordinate and_ took 
long hours of preparation. 

In evaluating each institute, ob- 
jectivity was sought. By the sec- 
ond institute, experience had 
evolved the following methods of 
evaluation: At the close of each 
session each participant was asked 
to grade separately the topic and 
the speaker’s manner and method 
of presentation. On the last day of 
the formal period, this process was 
repeated for all topics and speakers 
for comparison. 

Participants were asked to re- 
main anonymous when grading. 
Gradations used were “unsatisfac- 
tory, fair, satisfactory, good and 
excellent.’ Superior and exception- 
al were also written in. Also on the 
last day, individuals were divided 
into four groups for presentation 
of a verbal critique. A further 
critique in writing was obtained, 
following the practical experience 
periods, from each participant. 

The participants’ grading of both 
topics and speakers showed that 
less than 0.1 per cent were found 
to be unsatisfactory, less than 5 
per cent satisfactory and the re- 
maining 95 per cent were in the 
excellent or better categories. 

This type of training appears to 
deserve consideration inasmuch as 
it makes possible a concentrated 
experience for mature hospital ad- 
ministrators, closely integrated 
with civil hospital administration 
thought, at a level that is worthy 
of the abilities of the hospital ad- 
ministrator. 
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A new statement on hospitals 


and the practice of medicine 


oo REVISION by a reference 
committee of the House of 
Delegates of the American Medi- 
cal Association and adoption by 
that body, the report of the Hess 
Committee on Hospitals and the 
Practice of Medicine was pub- 
lished in the Journal of the Amer- 
ican Medical Association for July 
2, 1949. It was the opinion of that 
committee that “most controver- 
sies between hospital management 
and the professional staff, either 
individually or collectively, should 
be settled on local levels in accord- 
ance with clearly established na- 
tional policy.” 

After consideration of the newly 
revised Principles of Medical 
Ethics of the American Medical 
Association, the Hess committee 
concluded that the over-all policy 


of the American Medical Associa-. 


tion shall be “that it is illegal with 
the exceptions noted (but not spec- 
ified), and unethical for any lay 
corporation to practice medicine 
and to furnish medical services for 
a professional fee which shall be 
so divided as to produce profit for 
a lay employer, either individual 
or institutional, including hospitals 
and medical schools.” 

“To implement the settlement of 
controversies between management 
and the professional staff, the 
house of delegates recommends to 
each of its constituent state and 
territorial societies that it appoint 
a committee on hospital and pro- 
fessional relations. This committee 
shall be available to receive com- 
plaints from any physician, hospi- 
tal, medical organization, or any 
interested person or group with 
reference to professional or eco- 
nomic relations existing between 
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doctors of medicine and hospitals 
or medical schools. Upon receipt 
of such complaint by such commit- 
tee, the matter shall be investigat- 
ed and acted upon in such manner 
as that committee may decide and 
in accordance with regular and ex- 
isting modes of procedure.” 

“Tf a hospital or other lay group 
is found guilty and. will not co- 
operate within ethical and legal 
limits, it is recommended that the 
Judicial Council of the American 
Medical Association shall order the 
withdrawal of the Association’s ap- 
proval of that institution.” 


HESS REPORT RESCINDED 


In November 1949 the American 
Medical Association’s board of 
trustees asked that the Hess report 
be rescinded because some parts of 
it were considered to be illegal and 
contrary to previous court deci- 
sions relating to the responsibili- 
ties and prerogatives of hospital 
administration and management. 
In taking this action, the board 
concluded that the report implied 
authority and responsibility for 
which the American Medical Asso- 
ciation had no constitutional provi- 
sion. Also the American Medical 
Association believed that there 
should be no attempt to unreason- 
ably restrain, coerce or constrain 


hospitals or physicians in the es-.- 


tablishment of mutually satisfac- 
tory agreements between individ- 
ual hospitals and physicians. 

The house of delegates of the 
American Medical Association re- 
considered the report during its 
session in December 1949 and re- 
ferred the entire matter back to 
the Hess committee for further 
study and with the recommenda- 





tion that the American Hospital 
Association be approached with a 
view to arriving at some satisfac- 
tory solution to this problem. 

On January 30, 1950, the Amer- 
ican Hospital Association was re- 
quested by the secretary of the 
Hess committee to express its opin- 
ion in regard to the controversies 
implied in the Hess report and to 
submit for the consideration of 
that committee recommendations 
that would solve the problems be- 
tween hospital management and 
the medical profession. 

In making this request the com- 
mittee advised that most of the 
questions that had been raised 
have come from three departments, 
but other departments in the hos- 
pital eventually may be influenced 
by any decisions that are made and 
any policies that are approved by 
the house of delegates. 

The Board of Trustees of the 
American Hospital Association re- 
plied that the report of the Com- 
mittee on Hospitals and the Prac- 
tice of Medicine interpreted hospi- 
tal - physician relationships in a 
manner that was of serious con- 
cern to hospitals, physicians and 
the public. In the opinion of the 
American Hospital Association, 
equitable relationships were best 
accomplished by negotiation on the 
part of those directly involved in 
the individual hospital. The As- 
sociation believes that the 1939 
Principles of Relationship between 
Hospitals and Radiologists, Pathol- 
ogists and Anesthetists, affirmed 
by the American Medical Associa- 
tion’s house of delegates in 1944 
and reaffirmed by the American 
Hospital Association in 1946 and 
1948, adequately safeguard the in- 
terests of the public, the hospitals 
and the physicians through the 
definition of relationships condu- 
cive to efficient and economical 
services to the patients. The As- 
sociation believes also that radio- 
logic, pathologic, anesthesiologic 
and physiatric departments are 
component parts of hospital organ- 
ization, the unity of which must 
be maintained as an essential ad- 
ministrative principle for the ben- 
efit of the patient without infringe 
ment on professional rights hd 
dignity. Finally, the Association 
feels that the determination of 
methods and amounts of compen- 
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Complete text of the new resolution 


This new resolution, concerned with hospital-physician relationships, was approved by 
the Board of Trustees of the American Hospital Association early in March, 1950. 


WHEREAS Hospital-physician relationships in the provision of radi- 
ologic, pathologic, anesthesiologic and physiatric services are a concern 
of the public, the physician and the hospital; and 


WHEREAS Radiologic, pathologic, anesthesiologic and physiatric 
services are essential to the modern diagnosis and treatment of illness; 
and 


WHEREAS It is in the public interest that radiologic, pathologic, 
anesthesiologic and physiatric services be available in the hospital for 
complete diagnosis and patient care; and 


WHEREAS The American Hospital Association, the American Medical 
Association and related professional organizations lack constitutional 
authority to legislate individual hospital-physician relationships; and it 
is not advisable or feasible that they attempt to control such relation- 
ships at the national level; and 


WHEREAS It is considered particularly important at this time that 
controversy over financial and other relationships between hospitals and 
physician groups be avoided and that there be no attempt to restrain, 
coerce or constrain hospitals or physicians in the establishment of 
mutually satisfactory agreements between individual hospitals and 
physicians; therefore be it 


RESOLVED That the Principles of Relationships between Hospitals 
and Radiologists, Anesthetists and Pathologists, adopted jointly in 1939 
by the American Hospital Association; the Radiological Inter-Society 
Committee officially representing the American College of Radiology; 
the American Roentgen Ray Society, the Radiological Society of North 
America, and the American Radium Society; a special committee rep- 
resenting the American Society of Regional Anesthesia, the Association 
of Anesthetists of United States and Canada, the American Society of 
Anesthetists, the Eastern Society of Anesthetists, a special committee 
representing the American Society of Clinical Pathologists; the Ameri- 
can Medical Association and the American College of Surgeons; and 
subsequently reaffirmed by the American Hospital Association in 1946 
and 1948, and by the House of Delegates of the American Medical As- 
sociation in 1944, adequately safeguard the interest of the public, the 
hospital and the physician through definition of relationships conducive 
to efficient and economical service to the patient; and be it further 


RESOLVED That radiologic, pathologic, anesthesiologic and physiatric 
departments are component parts of the hospital organization, the unity 
of which can be maintained as an essential administrative principle for 
the benefit of the patient without infringement on professional rights 
or dignity; and be it further 


RESOLVED That members of the organized medical staff directing 
radiologic, pathologic, anesthesiologic and physiatric departments of 
hospitals provide professional care and function in a manner which is 
supplementary to that of other physicians on the attending staff; and 
be it further 


RESOLVED That satisfactory relationships between hospitals and 
physicians in radiologic, pathologic, anesthesiologic and physiatric de- 
partments of hospitals are most equitably established by mutual agree- 
ment by those directly involved in the individual hospital; and be it 
further 


RESOLVED That the determination of methods and amounts of com- 
pensation of medical staffs of radiologic, pathologic, anesthesiologic and 
physiatric departments of hospitals, as well as for rate setting and regu- 
lations governing non-medical activities in those departments, are the 
mutual responsibility of the hospital and physicians concerned, subject 
to final approval by the hospital governing board; and be it further 


RESOLVED That radiologic, pathologic, anesthesiologic and physiatric 
services are included properly in a patient-day of hospital care; and be it 
further 

RESOLVED That services rendered by physicians in radiologic, pa- 


thologic, anesthesiologic and physiatric departments of hospitals be 
included in prepayment hospital service plan subscriber certificates. 
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sation of medical staffs of 1adio- 
logic, pathologic, anesthesiclogic 
and physiatric departments of hos- 
pitals, as well as for rate sctting 
and regulations governing non- 
medical activities in those depart- 
ments, are the mutual responsibil- 
ity of the hospital and physicians 
concerned, subject to final approv- 
al by the hospital governing board. 

The complete text of the resolu- 
tion on hospital - physician rela- 
tionships in the provision of ra- 
diologic, pathologic, anesthesiologic 
and physiatric services, as adopt- 
ed by the American Hospital As- 
sociation’s Board of Trustees, is 
published in these pages. 

This resolution was drafted at a 
special joint meeting of the Coun- 
cil on Prepayment Plans and Hos- 
pital Reimbursement and _ the 
Council on Professional Practice, 
at the request of the Board of 
Trustees. The two councils ad- 
monished that at the same time it 
was particularly important that 
controversy over financial and 
other relationships between hospi- 
tals and physician groups be avoid- 
ed and that there be no attempt 
to restrain, coerce or constrain 
hospitals or physicians in the es- 
tablishment of mutually satisfac- 
tory agreements between individ- 
ual hospitals and physicians; nor is 
it considered adviseable or feasible 
to attempt to control such rela- 
tionships at the national level. 


THE 1939 RESOLUTION 


The 1939 Principles of Relation- 
ship between Hospitals and Ra- 
diologists, Anesthetists and Pathol- 
ogists essentially provides that no 
one type of organization for radio- 
logists, pathologists and anesthet- 
ists in the hospital is applicable 
because of wide variation in local 
circumstances. It is an essential 
administrative principle that the 
unity of the hospital and its com- 
ponent departments, including de- 
partments of radiology, pathology 
and anesthesia, be preserved with- 

(Continued on page 150) 
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Five elements to consider for 


safe buying in hospitals 


EDGERTON HART 


OW THAT the buyers’ market 
|X has returned, it is important 
that hospital purchasing agents not 
be dazzled by price differences 
among commodities which are 
seemingly the same. Price is not 
the answer. In fact, there are five 
important elements to be consid- 
ered in purchasing a commodity, 
namely: The service rendered by 
the supplier, the quality of the 
item, the price of the item, the 
terms and the conditions of sale. 

Of these elements, the price, the 
terms and the conditions of sale 
can readily be isolated and com- 
pared among suppliers of an ar- 
ticle. Unfortunately, these three 
elements too often form the basis 
of a buyer’s decision to take Item 
A instead of Item B, with the con- 
siderations of service and quality 
shunted aside. 

Good service from a_ supplier 
involves many things and is of 
considerable importance to buyers, 
for good service can increase the 
value of the article while poor 
service can decrease it. Good serv- 
ice on the part of a supplier means, 
among other things, proper train- 
ing of his field representatives to 
insure that they will consult and 
advise properly; adequate stock of 
the goods bought from him; prompt 
delivery: firm prices, and adequate 
Personal calls upon the customer 
to keep him fully informed as to 
the most effective use of the prod- 
ucts, 

In the case of a distributor, good 
service implies that he is on the 
lookout for new and better com- 


— 
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modities to help him solve prob- 
lems and that he studies carefully 
any new items before he offers 
them. In the case of the manu- 
facturer, good service implies that 
he is constantly alert to the cus- 
tomer’s requirements and conducts 
penetrating research into new and 
improved products. 

For the word quality one might 
well substitute the word character. 
Just as individual human beings 
have characters, so inert com- 
modities needed for hospital op- 
erations have characters. Just as 
it is faulty practice to hire blindly 
the personnel to staff hospitals, so 
is it faulty practice to purchase 
blindly the many articles needed 
in these institutions. The failure 
of a piece of equipment can cost 
lives in hospitals. Likewise, fail- 
ure to receive equipment or sup- 
plies when needed can have serious 
repercussions. It is of the deepest 
importance, therefore, that indi- 
viduals in hospitals who are en- 
trusted with purchasing equipment 
and supplies acquire the greatest 
possible amount of factual infor- 
mation about the material which 
they must buy. Of equal import- 
ance, they must maintain alertness 
to see that items of poor quality 
do not creep into their stocks. 


SPECIFICATIONS 


When it comes to these inert 
commodities, we do not usually 
refer to elements of character. 
Instead, the applicable word is 
specifications. Specifications may 
imply a dry, uninteresting subject. 
If, in thinking about specifications, 
however, a person keeps in mind 
the more comfortable words ele- 
ments of character, he will find a 


brighter spark of interest within 
himself for properly appraising the 
many things needed in his hospi- 
tal. Specifications need not be dull 
and they can be very important. 

For example, in purchasing food, 
high quality is of dramatic import- 
ance because poor food actually 
can cost a- lot more money, due to 
the waste involved, than good food. 
Of equal, if not greater, import- 
ance is the fact that good food can 
very greatly contribute to the pub- 
lic relations program. 

When canned vegetables that are 
improperly packed and therefore 
lower priced are bought, the ton- 
nage of waste during the course 
of a month will be much greater 
than if high quality food had been 
served. Specifications of food usu- 
ally apply to color, tenderness, size, 
shape, flavor and the amount of 
water in the can. 

Still more interesting with re- 
gard to food is the public rela- 
tions aspect. When a patient comes 
into the hospital, generally he is 
in need of prompt attention and 
usually is not feeling well. Hence, 
whether the operating room is 
lined with gold leaf and the walls 
diamond-studded is of little im- 
portance to him. From about the 
day after his operation, however, 
when he starts, let us say, 10 days 
of convalescence, he has little to 
do except rest, read, eat and think. 
If during these 10 days he has 30 
meals, after each of which he is 
inclined to turn up his nose, he 
may leave with feelings of good 
will for his surgeon but will be 
inclined to run down the hospital. 

Another point of importance in 
connection with food is with re- 
gard to the demands upon the floor 
attendants. A patient who is served 
an unappetizing meal will be in- 
clined merely to pick at it. In an 
hour or two, the patient will be 
ringing the buzzer and requesting 
a glass of milk or a cup of coffee 
or some cookies or a milk shake to 
tide him over until the next meal. 
This may be repeated three times 
a day and means endless trips back 
and forth for the attendants. 

A good grade of coffee will yield 
about 40 cups per pound while 
poorer coffee, to be even reason- 
ably good, would yield somewhere 
between 25 and 30 cups per pound. 
As for tea, there is no justification 
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for buying mere weeds. To make 
a decent pot of tea, less actual tea 
leaves are needed when a good 
grade is used than when an in- 
ferior grade is used; thus a small 
savings in cents per pound can be 
unrealistic. 

Another small item is gelatin. 
Low-grade gelatin softens too read- 
ily when removed from the re- 
frigerator; it will not retain its 
flavor; it does not have the nu- 
tritional values of good gelatin. 
Corn, green beans, peas and to- 
matoes have different character- 
istics as among themselves. In fact, 
the difference between Brand A 
corn and Brand B corn can be 
very great. Low-grade corn can 
be pasty in color, chalky in taste 
and sometimes chalky feeling in 
the mouth. The same goes, to a 
great extent, for most canned veg- 
etables and fruits. 

In an over-all way the day-to- 
day expenditures for the opera- 
tion of the hospital break down 
to about 65 per cent for wages 
and salaries, 8.75 per cent for food 
and 3.5 per cent for the many 
items such as sheets and pillow 
cases, gauzes, syringes and sur- 
geons’ gloves. This leaves 22.75 
per cent for all other expendi- 
tures. I have devoted considerable 
space to food because it is such 
a major element of expense and, 
possibly of greater importance, be- 
cause it provides such a realistic 
opportunity to reduce the cost of 
operations while greatly improv- 
ing public relations. 


ITEMS OTHER THAN FOOD 


With regard to some of the many 
items included in the other ex- 
penditures, there is again the ne- 
cessity of buying safely, which im- 
plies a constant alertness to and 
appraisal of the specifications of 
the many items needed. 

Fieldmen and purchasing agents 
have said that buyers, in pur- 
chasing many small but important 
items, spend too much time and 
effort comparing prices, which at 
best will accomplish a savings of 
a small percentage here and there. 
In the purchase of these items it 
is usually more important to delve 
into their quality. 

In discussing syringes, for exam- 
ple, they should know what kind 
of back-pressure test a particular 
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syringe will stand. The back-pres- 
sure test reveals, to a great extent, 
the precision of the syringe, which 
is of considerable importance since 
leaking syringes should be out of 
question for any hospital. 

Another example, which might 
be considered exaggerated, is a 
very small item, the drinking tube. 
Any drinking tube in a hospital 
should, of course, be heat-treated 
and tested to insure that it will 
withstand sudden changes of tem- 
perature. 


THERMOMETERS 


In thermometers the greatest 
possible degree of accuracy and 
permanent gradations are desired. 
Also, it is of value to have ther- 
mometers with a red scale above 
the normal mark. Another item to 
be considered in connection with 
thermometers is whether or not 
they meet the requirements and 
tests specified in the United States 
Department of Commerce Com- 
mercial Standard C.S. 1-42 for 
clinical thermometers. 

Another example of the need for 
being alert to quality is in connec- 
tion with rubber sheeting. Rubber 
sheeting is bought to protect the 
mattresses, which cost, let us say, 
from $25 to $30 each. Rubber 
sheeting that can be purchased at 
approximately 50 cents per yard 
might last six months before hav- 
ing to be replaced. This means 
about $1 per year as a mattress 
protective cost with this kind of 
rubber sheeting. Another rubber 
sheeting costs about $2 per yard, 
and this should last three years or 
longer. In other words, this type 
of sheeting would cost less than 
70 cents per year to protect the 
$25-to-$30 mattress. Simple arith- 
metic discloses that good quality 
is the cheapest in the long run in 
this instance. Points to be con- 
sidered in buying rubber sheeting 
are its resistance to tearing, the 
extent to which it will withstand 
the effects of acid, alcohol, urine 
phenol and oil and the number of 
sterilizations to which it can be 








subjected and still retain its char- 
acter. 

These are but a few examples 
to illustrate that there is more to 
buying food, syringes, drinking 
tubes, thermometers and rubber 
sheeting than by merely shopping 
about to find where such articles 
can be purchased cheaply. 

Much of the material being 
bought quite regularly should be 
seen before being purchased. Ex- 
hibits at hospital association con- 
ventions provide a good opportun- 
ity for this. During the course of 
the year many men call upon the 
hospital administrator or purchas- 
ing agent to discuss equipment and 
supplies. To a great extent he has 
merely heard of the items he buys. 

The leading manufacturers and 
suppliers in the country take ac- 
tive parts in regional and national 
conventions which have exhibits. 
A major objective is to show and 
demonstrate the many items that 
their fieldmen cannot easily carry 
about the country with them. 

Last year the leading suppliers 
spent many thousands of dollars 
on booth space at hospital con- 
ventions, plus thousands of dollars 
more for transporting the equip- 
ment and supplies on exhibit. This 
expenditure would not be made if 
it were not considered of major 
importance to both the _ hospital 
representatives and the suppliers 
to have an opportunity to exchange 
views regarding supplies. 


VALUE OF FIELDMEN 


The chief executives of these 
firms supplying hospitals have an 
earnest desire to be of real service 
through their competent fieldmen. 
The right kind of representative 
is always ready to discuss specifi- 
cations with the purchasers and 
has a sincere desire to confer with 
them about their problems of 
equipment and supplies. These men 
call upon hospitals over wide areas 
and thus acquire a vast fund of 
information with regard to how 
hospitals here and there have im- 
proved their operations through 
the use of various commodities. 
Field representatives can, there- 
fore, be looked upon as valuable 
sources of information, and through 
conferring with them the hospital 
will be enabled more certainly to 
buy safely. 
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USED IN OVER 2000 GOOD HOSPITALS 


THE SPRING-AIR 
INNERSPRING 


For perfect patient comfort — mattress conforms to all body 
contours and position changes; for maximum manage- 
ment economy — mattress conforms perfectly to all 

bed position changes with a minimum of wear. 

Hospital records, covering continuous use 

for periods of from 10 to 20 years, 
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cents per week per mattress. 
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Fire safety products 


WITH THE EVER increasing inter- 
est among hospital people in fire 
safety comes a parallel desire to 
learn of the latest developments in 
fire-resistant and fireproof materi- 
als. Two such developments have 
come to our attention recently that 
seem to be worth passing along. 

The first is a new fire-resistant 
drapery material announced by an 
Ohio manufacturer. The fabric is 
made from glass fiber and wool 
yarn, and is said to have a dis- 
tinctly hand-loomed appearance. 
The manufacturer asserts that it 
meets rigid fire-safety require- 
ments for use in places of public 
assembly and institutions. 

Other advantages given for the 
fabric are: “Sunlight, gases in the 
atmosphere and mildew do not af- 
fect [it], nor do changes in temper- 
ature and humidity. Since the 
fabric is highly resistant to mois- 
ture absorption, dust tends to re- 
main on the surface, so that the 
material responds readily to sur- 
face cleaning. Dry cleaning is re- 
quired only at long intervals... 


and does: not affect the inherent: 


fire-resistant property. 

“This fabric is sold through the 
contract drapery departments of 
leading . department stores and 
through other local contract dec- 
orators.” 

The second fire safety topic was 
received in a communication from 
the Veterans Administration Laun- 
dry and Textile Laboratory in Bed- 
ford, Mass. The subject: Flame- 
proofing processes for the hospital 
laundry. In this correspondence, 
a description is given of the ad- 
vantages and disadvantages of 
flameproofing compounds: 

“Certain type compounds are ef- 
fective flameproofing agents, but 
they tend to break down under the 
action of heat in pressing or dur- 
ing storage. In some cases they 

Further information about products re- 
ferred to in these columns may be had by 


writing to: Hosprrats, Editorial Depart- 
ment, 18 E. Division Street, Chicago 10. 
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weaken cotton fabrics. All flame- 
proofing treatments applied from 
a water solution in the laundry are, 
of course, water soluble and must 
be reapplied after laundering. Such 
treatments are not necessarily 
permanent in storage or use, since 
the treating material may either 
dust out or be removed in some 
other manner; so it is reeommend- 
ed that the treatment be reapplied 
at least once a year. 

“A formula used _ successfully 
during the war for flameproofing 
munitions workers’ cotton uni- 
forms and one presently recom- 
mended by the Bureau of Stand- 
ards consists of a mixture of borax 
and boric acid. The materials may 
be obtained from any chemical 
supply house and the compound 
may be applied in the washwheel. 
Suitable concentration and extrac- 
tion procedures should be used to 


obtain approximately 10 per cent . 


solids content, based on the dry 
weight of the fabric being treated. 





“The formula consists of four 
pounds of borax, three pounds of 
boric acid and 12 gallons of water, 
It is recommended that the solution 
be first made up and that the ma- 
terials to be treated be introduced 
dry, in order to minimize dilution 
of the treating solution. 

It is believed that all of these 
materials, because of the high 
loading required to obtain effec- 
tive flameproofing, will give diffi- 
culty in flatwork ironing.” 


Institute fellowship 


William D. Appel, head of the 
Textile Section of the National 
Bureau of Standards, was honored 
recently by election to fellowship 
in the Textile Research Institute. 
He is one of the first institute 
members to be honored with a 
fellowship. 

Many purchasing agents will re- 
member having listened to Mr. 
Appel when he spoke at the Amer- 
ican Hospital Association conven- 
tion in Cleveland last fall on the 
subject of textile standards. The 
talk was timely and important. 

His article on the same subject 
also appeared in the purchasing 
department of the January Hos- 
PITALS. It was titled ‘Standards 
Help in the Selection of Sheets and 
Pillowcases.”—L. P. G. 
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Current price trends 





ESPITE THE ALMOST universal 
D influence of the coal strike 
on the national economy, there 
seems to be little expectation that 
significant changes are on the way. 


Generally speaking, economists 
are looking with growing optimism 
toward the future. Business was 
expected to be good in the first 
half of 1950, and then to slump 
somewhat in the second half. Gov- 
ernment forecasters now conclude 
that business will hold good 
through 1950 and into 1951, per- 
haps carrying through that year. 

Business activity made its usual 
seasonal recovery in the early 
months of 1950 and prices for 
wholesale commodities crept up- 
ward in most of the bellwether 
categories. 

By the beginning of March the 
wholesale commodity price index 
had risen smoothly to 152.6 per 
cent of the 1926 “normal.” This 
was 1.3 per cent above what it had 
been at the beginning of 1950, but 
still a healthy 3.8 per cent below 
the index of a year ago. 

Food prices reversed the trend 
of the past few months and climbed 


back to an index of 157.8 per cent. ° 


At Kansas City the price of winter 
wheat moved upward to $2.25 a 
bushel, the highest since the end 
of May 1949; and early in Febru- 
ary, the price of butter was at a 
new high for 1950 of 62.4 cents a 
pound. 

Prices on livestock exchanges 
showed mild fluctuations through- 
out the period. Hog prices contin- 
ued to rise until a high was reached 
of $18.17 per 100 pounds in the 
middle of February, the first surge 
over $18 since the middle of Octo- 
ber. This receded to $17.32 per 100 
pounds by the beginning of March. 
Steer prices showed the same fluc- 
tuations — but almost in reverse. 
Early in February, prices for beef 
animals began dropping and short- 
ly reached a three-month low of 
$29 per 100 pounds. This was fol- 
lowed by a gradual rise to $29.25 
at the end of the month. 
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Mixed trends were apparent in 
the coffee market. At the end of 
February, the spot market price 
for coffee reached a new low of 
48 cents a pound, but almost si- 
multaneously two retail food chains 
announced price increases for cof- 
fee in bags totaling seven to eight 
cents a pound. 

No price relief is expected on the 
construction scene. Leading econ- 
omists are predicting that the 1950 
building boom may exceed 1949’s 
record. New construction this year 
has been running 18 per cent 
ahead of 1949. The total for Janu- 
ary and February exceeds 2.9 bil- 


a boom now is unseasonal, the 
signs point to a high level of build- 
ing activity for most of the year. 

Possibly adding to this trend 
will be the expectation of higher 
metal prices. Advances are expect- 
ed in several lines of cold-rolled 
carbon strip steel and also in slab 
zine. Possibilities of a rise in tin 
prices are being studied, since the 
Reconstruction Finance Corpora- 
tion is virtually the lone seller of 
tin at 74.5 cents a pound. 

Although over-all textile prices 
were slightly -lower during the 
period, early in February the price 
of cotton advanced to 32.2 cents a 
pound for the first time since the 
middle of July. The price of wool 
tops, which had climbed steadily 
from $1.74 in mid-December to a 
high of $1.86 in January, dropped 
sharply to $1.75 a pound early in 
February. 





COMMODITY 


All commodities ... 

Farm products 

eo hie a, ee Oe 

Textile products 

Fuel and lighting 
L 

Metal and metal 
Le | ne ED, | 

Building materials 


Source: Bureau of Labor Statistics: 


TABLE 1-FOOD PRICE INCREASES 


Weekly Index Numbers of Wholesale Prices—1926=100 


Jan. 
1 


1950 


This weekly wholesale price index is designed as a weekly counterpart of the monthly 
wholesale price index. It is based on a sample of about one-eighth of the commodities of the 
comprehensive sample and therefore should be regarded as an indicator of price trends rather 
than as a final compilation. The monthly index should be used for fuller coverage. 
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All commodities 79.4 
Farm products - 69.1 
Foods 71 
Textile products 

Cotton goods 

Fuel and lighting materials 
Anthracite coal ................... 
Bituminous coal ........ 
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Gas : a : 
Building materials ..................... 
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Paint and paint materials. 
Plumbing and heating materials 
Structural steel 1 
Other building materials 
Drugs and pharmaceutical 
materials FF 
Raw materials 3. 
Semi-manufactured articles A; 
Manufactured products & 
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*Figures not available at press time. 
Source: Bureau of Labor Statistics. 





TABLE 2—MILD DOLLAR DECREASE 


Monthly Index Numbers of Wholesale Prices—1926=100 
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Savings through use of 


the new laundry manual 


R. M. CABALLERO AND G. C. LOCKARD 


rPNHE 1949 HOSPITAL Laundry 

Manual of Operation, pub- 
lished by the American Hospital 
Association, gives both the admin- 
istrator and the laundry manager 
a ready reference to standards of 
good laundry practice. 

A change made at the California 
Hospital Laundry is just one exam- 
ple of the good that can be accom- 
plished through use of this manual. 
By reviewing our laundry practice 
and comparing it with the recom- 
mended procedures we found a 
way to simplify our washing op- 
eration so that we saved more than 
$200 a month on washing supplies 
alone. 

The California Hospital was able 
to secure a copy of the first draft 
of the manual, prepared in 1948, 
since our superintendent, Ritz E. 
Heerman, holds an office on the 
"Mr. Caballero is laundry supervisor and 


Mr, Lockard is administrative resident, 
the California Hospital, Los Angeles. 


t SAMPLE of rinse water, to be used for testing, is taken by 
undry Manager Caballero as Superintendent Heerman looks on. 
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Association’s Council on Adminis- 
trative Practice. Since then, the 
completed manual has been dis- 
tributed to all member hospitals. 

In our particular case, the sav- 
ings came through simplification 
of our washing process by use of 
a proprietary washing compound 
known to laundrymen as a “built” 
soap. Such compounds contain 
soap, alkalies and other chemicals 
that are mixed by the manufac- 
turer to suit the water conditions 
peculiar to specific laundries. 

The California Hospital Laundry 
handles an average of 16,000 pieces 
of laundry per day, furnishing all 
the linen for the California Hos- 
pital in Los Angeles and the Santa 
Monica Hospital in nearby Santa 
Monica. These two hospitals have 
an aggregate capacity of 500 acute 
general beds with an additional 
84 bassinets. With this volume of 
work we had already found it more 


economical to use fully automatic 
washers in our laundry—but the 
human element still was a signifi- 
cant factor. 

The use of the new soap com- 
pound diminished this human fac- 
tor by eliminating separate mixing 
of alkali, break powder and strip- 
per in the washroom—thus pro- 
viding a greater degree of stand- 
ardization. A summary of all the 
advantages of its use would in- 
clude: 

|. Substantial savings in laun- 
dry supplies. 

2. A simplified washing opera- 
tion. 

3. Soaps and chemicals mixed to 
suit the water conditions. 

4. Greater standardization of 
washroom practice. 

A recapitulation of our wash- 
room supply savings during a five 
month test period is shown in the 
accompanying table. 

Another measurement of the ef- 
ficiency of the new compound was 
in its effect upon the linen. Our 
laundry supervisor had attended 
an institute for laundry managers, 
where he was impressed with the 
fact that linen replacement costs 
are the truest criterion of economy 
in the hospital laundry. During 
our five month test period, there- 
fore, he constantly checked the 
tensile strength loss and whiteness 
retention of the linen. 

This was accomplished by send- 
ing test pieces of cloth to the lab- 
oratory of the American Institute 
of Laundering. The results showed 
no significant change in tensile 
strength loss and a slight improve- 
ment in whiteness retention of 


TESTING for pH (acidity or alkalinity) is done with a colorimeter. 
The strength of the solution is determined by matching of colors. 
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linen washed by the new formula. 

An equally important result of 
applying the manual recommenda- 
tions to our own institutional prob- 
lems has been obtained in the field 
of interdepartmental cooperation. 
The laundry is a real, living part 
of our hospital, and it requires sup- 
port from the administrator. But, 
no matter what his intention, it is 
impossible for an administrator to 
give support to a laundry unless 
he understands the basic problems 
of laundry management. 

The manual can give him this 
understanding. In eight concise 
chapters it provides most of the 
necessary background. Tables of 
standards of all kinds, including 
pH values for use as washroom 
controls, are clearly presented. 

A few hours. reading for any 
administrator will give him that 
valuable information conducive to 
effective cooperation with his own 
laundry manager. 
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Comparative cost of laundry supplies 


This chart shows the savings effected at the California Hospital laundry by sub- 
stituting a proprietary (built) washing compound for the one previously used. This 
compound was prepared by the manufacturer to suit water conditions at the laundry. 


Type of 
supply 


Wanuey womeoen 


Alkali 
Bieach 
Break powder 


Stripper _... 


Total Supply Cost. 
Average Monthly Cost 
Average Monthly Saving. 
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Praise from abroad 


ALONG WITH numerous compli- 
ments about its usefulness from 
the United States and Canada, the 


Association’s laundry manual evi- - 


dently has struck the fancy of hos- 
pital people in Italy as well. 

A letter recently was received 
from a hospital administrator in 
Ferrara, Italy, which read in part 
as follows: “We have... received 
your hospital laundry manual [and 
believe it should be] useful in any 
hospital laundry. It would be 
worthwhile for our employees to 
know this manual, but [since] very 
few of them know English . .. we 
would be glad to provide a trans- 
lation of the manual in Italian. We 
ask your permission to provide this 
translation and to print and dis- 
tribute the manual.” 

Early in February the Board of 
Trustees granted the request by 
approving a recommendation that 
“manuals of the American Hos- 


Further information about materials re- 
ferred to in these columns may be had by 
writing to: HosprTauts, Editorial Department, 
18 E. Division Street, Chicago 10. 
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pital Association be made available 
to professional organizations in 
countries other than the United 
States and Canada for translation 
and distribution on a nonprofit 
basis.” 


Credit line 


Through an oversight HOSPITALS 
neglected to credit the architects 
and engineers of Michael Reese 
Hospital’s new laundry building 
in Chicago, pictured last month. 
Stevenson, Jordan and Harrison 
were the management consultants; 
Ernest H. Casson was the mechan- 
ical engineer, and John T. Black 
was the architect. 


Educational film 


An excellent motion picture 
dealing with effective maintenance 
of laundry equipment is available 
to hospitals for educational pur- 
poses. 

This film, complete with sound 
and color, was prepared by a Laun- 
dry Machinery Manufacturing 
Company. According to the com- 


5 months 
June-Oct. 1949 


$ 816.57 


5 months prior 
to June 1949 


285.20 
76.76 


$1,296.76 
$ 259.35 
$ 211.76 


....$2,355.55 
$ 471.11 


pany representative, it has re- 
ceived enthusiastic response dur- 
ing the two years it has been in 
circulation and already has been 
shown to more than 3,000 persons. 

Although it is not slanted speci- 
fically to hospital laundries, the 
message it carries should be useful 
to anyone interested in cutting 
laundry costs through proper care 
and use of equipment. 

In recognition of the fact that 
increasingly complex automatic 
equipment demands proportionate- 
ly more care and inspection, the 
film emphasizes that persons as- 
signed maintenance duties in laun- 
dries must be thoroughly acquaint- 
ed with proper methods for per- 
forming their jobs. 

These maintenance duties are 
divided into three major phases: 
(1) Regular and thorough lubri- 
cation, (2) regular cleaning of ma- 
chines, and (3) regular inspection 
and adjustment. A maintenance 
engineer is followed through sam- 
ples of these functions, and actual 
working conditions are effectively 
portrayed. 

The film may be obtained with- 
out charge in any city in the 
United States (with projector and 
screen where necessary). The name 
of the company will be furnished 
upon request. 
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Large savings through conversion 


from coal to gas and oil 


WARREN E. SODERBERG 


HE AVAILABILITY of natural 
gas in various localities of- 
fers a source of low cost steam. 
Northwestern Hospital, in Minne- 
apolis, has cut its fuel cost $1,000 
amonth by converting to gas as its 
primary fuel. Also, housekeeping 
problems have been greatly re- 
duced, added space has been ac- 
quired by the discontinuation of 
coal and ash storage, and labor 
formerly used for coal and ash 
handling now can be reallocated. 
As early as 1947, our hospital 
started to investigate the possibil- 
ity of using industrial gas in pref- 
erence to coal. At that time the 
cost of gas was excessive and the 
extent of service available was not 
satisfactory. By 1948, pipelines 
were furnishing this area with a 
vast supply of natural gas. The 
service then was extended to in- 
dustries that could use large quan- 
tities for nonheating purposes. Gas 
was available as it is today, only 
as an interrupted service, so a 
standby fuel was necessary. 

A more detailed investigation of 
the possibilities of burning gas 
then was undertaken. A survey of 
the fuel consumption over the past 
five years was made. From this 
data the Minneapolis Gas Company 
was able to give the exact rates and 
to determine what type of contract 
Northwestern Hospital would be 
able to obtain. The contracts offer- 
ed gave uninterrupted service 
above an area temperature of —1° 
F. They were informed also that 
8488 would be available in Novem- 
ber 1949, 

The cost of converting the two 
150 h.p. horizontal return tube 

Mr. Soderberg is director of buildings 


and grounds, Northwestern Hospital, Min- 
neapolis. 
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boilers from coal to gas-oil fired 
was estimated at $25,000. Using the 
rates as furnished by the gas com- 
pany, a conservative saving of 
$10,000 a year in fuel cost was cal- 
culated. Actual results are prov- 
ing the savings even greater. 


GENERAL REQUIREMENTS 


With the consent of the board of 
trustees, specifications were drawn 
and bids received. Specifications 
were determined by analysis and 
in compliance with city ordinances 
and gas company requirements. 

General requirements included 


_in the specifications were as fol- 


lows: (1) The range in capacity 
of the burner, in order to be as- 
sured of high efficiency during 
minimum loads as well as during 
peak loads; (2) completely auto- 
matic controls, adequate to main- 
tain a constant air-fuel ratio for 
varying operating conditions; (3) 
a high pressure and low water cut- 
out for each boiler, which is a 
fuel cutoff in the event the boiler 
water should drop below a safe 
level; (4) a photoelectric cell and 
flame rod for each burner to auto- 
matically cut off the fuel supply 
if the flame should go out; (5) an 
oil supply tank large enough to 
hold a 10 to 12-day oil supply 
based upon the peak load; (6) a 
completed installation date, as it 
was necessary to have the conver- 
sion completed before the heating 
season progressed too far. 

As the hospital had been operat- 
ing for several years with gas con- 
version in mind, the steam gen- 
erating plant was well in order 
for the change. The boiler settings 
were tight and the refractories 
were in good condition. Prelim- 


inaries, such as adequate distance 
for combustion within the furnace, 
whether or not there was sufficient 
air for combustion with natural 
draft, and the relative cost and 
availability of a standby fuel, al- 
ready had been determined. 

In August, the contract was 
awarded, and work was started on 
the conversion immediately. Work- 
ing in cooperation with the con- 
tractor, a planned schedule was 
followed during the installation so 
that the actual time each boiler 
was down was cut to a minimum. 
This enabled facilities throughout 
the hospital to continue uninter- 
rupted during the changeover. On 
September 19, 1949, the No. 1 
boiler was fired up on oil, and by 
the first of October the changeover 
had been completed. Fifteen days 
later. the installation of the gas 
mains was finished and immedi- 
ately the switch was made to gas. 

The total conversion cost was 
$20,000. During the first three 
months of operating on gas, the 
hospital has shown a saving of 
$3,280 in direct fuel cost. Although 
the coldest January in 13 years has 
just been experienced, during 
which gas was not available for 
20 of the 31 days, there was still 
a saving in fuel cost of $800 for 
the month. Oil was used during 
this off period. An additional $600 
a year can be credited to the elim- 
ination of ash hauling. 

The conversion also has resulted 
in many other advantages to the 
hospital. Without the problems of 
coal and ash handling, the operat- 
ing engineers now have more time 
to devote to maintenance and 
housekeeping within the boiler 
room. The ash pit space has been 
converted into an adequate plumb- 
ing shop, and a welding and gen- 
eral maintenance shop has replac- 
ed the coal bin. Congestion of 
equipment within the boiler room 
has been reduced by removal of 
bulky coal firing equipment. A 
smoke problem that had _ been 
prevalent for years has vanished. 


PLANNING FOR CONVERSION 


Generally speaking, gas fired 
furnaces involve very few special 
considerations in-design. Combus- 
tion rates up to 40,000 BTU per 
hour per cubic foot of furnace 
volumes are not uncommon. De- 
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THE AUTHOR (right) checks the readings on the electrical panel 
while the acting chief engineer adjusts the gas-firing mechanism. 


terioration of refractory will be 
lessened because of moderate flame 
temperatures and the low emissiv- 
ity of the gas flame. Firing with 
gas, as with oil, requires a suffi- 
cient distance for flame travel to 
insure complete combustion before 
the meeting of furnace gases with 
any heat absorbing surfaces. Firing 
with gas results in a lower furnace 
pressure, and air leaks through the 
boiler setting will be increased. 
Brickwork and refractory, there- 
fore, should be tight. 

Burners should be selected to 
fit the conditions of the individual 
plant. Gas burners of almost in- 


numerable types and makes are on . 


the market today, but the most im- 
portant classification is the degree 
of mixing of the gas and air that 
takes place within the burner. 
Burners that create but little mix- 
ing produce long luminous flames. 
With this type of burner there will 
be a high degree of radiant heat 
transfer to the exposed boiler sur- 
faces. In fire tube boilers, com- 
monly found in hospitals, this sub- 
jects the bottom of the shell to an 
increased temperature. Burners 
that create an intimate mixture of 
gas with adequate air for combus- 
tion produce short nonluminous 
flames. As a consequence, there is 
a lower percentage of heat trans- 
fer to the boiler by radiation. This 
may result in excessive exit gas 
temperatures if the heating sur- 
face is not sufficiently large, or if 
fairly high furnace gas velocities 
are unobtainable. 
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The type of draft available 
should be considered in the choice 
of burner. If natural draft is ade- 
quate for complete combustion, 
then draft regulation can be sim- 
plified to merely an uptake damper 
control. As the boiler capacity will 
determine the maximum load, it 
is just as necessary to determine 
the minimum load before sizing the 
burner. An extremely wide varia- 
tion of load could necessitate the 
use of more than one burner, so 
that during minimum firing periods 
one burner could be cut out and 
high efficiencies retained. Selection 
of dual burners should be influenc- 
ed mainly by the requirements of 
the primary fuel, but still they 
must be able to maintain good fir- 


ing conditions with the secondary 


fuel. 


AUTOMATIC CONTROLS 


Automatic controls should per- 
form the following: (1) Maintain 
the proper air fuel ratio; (2) reg- 
ulate the generation of steam to 
follow the demand, and (3) hold a 
constant steam pressure. Also, with 
the use of a highly volatile fuel, 
a failure within the system should 
bring the draft regulator to a full 





The Engineering and Maintenance 
department is edited by Roy Huden- 
burg, secretary of the Council on 
Hospital Planning and Plant Opera- 
tion, 





TO SWITCH to oil heat, a member of the maintenance crew makes 
an adjustment to the mechanism that feeds oil into the boilers, 


open position and the fuel supply 
valve to a closed position. 

There are other problems in the 
planning period that are minor but 
still should be considered. A hos- 
pital that burns its paper and other 
refuse in the furnace would have 
the added expense of new facili- 
ties for its disposal. A gas meter- 
ing house must be provided, as 
specified by the gas company. If 
a full changeover from coal to gas- 
oil is contemplated, sizing and po- 
sitioning of the oil storage tank 
will have to be determined. Auxil- 
iaries, such as pumps and heaters 
for oil firing, would have to be 
sized and positions for them de- 
termined. 

In computing expected gas con- 
sumptions, the fact must be taken 
into consideration that gas firing, 
under indentical conditions, will 
require a greater amount of heat 
energy than coal or oil for like 
amounts of steam generated. The 
high hydrogen content in natural 
gas increases the loss due to heat 
carried away by the moisture re- 
sulting from the burning of hydro- 
gen. The overall loss is not true 
in all boilers, as improved operat- 
ing conditions such as cleaner flues 
and improved air fuel regulation 
easily could increase the operating 
efficiency. 

The dividends received both 
from a monetary and maintenance 
standpoint have made gas conver- 
sion a welcomed improvement by 
Northwestern Hospital and by its 
staff and patients. 
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ENGINEERING and MAINTENANCE 


Institute for engineers 


LAST YEAR the advisory commit- 
tee on the Institute for Hospital 
Engineers suggested including 
more material on work organiza- 
tion. That phase of the institute 
program was so well received that 
the decision this year was to in- 
corporate even more on this sub- 
ject. 

Subjects of this type that will 
be incorporated in the institute 
curriculum this year include: Ad- 
ministration of mechanical depart- 
ments; establishment and opera- 
tion of preventive maintenance 
systems, on-the-job training for 
maintenance personnel, and self 
training for the hospital engineer. 

Last year the sessions on general 
safety and fire safety were so well 
liked that again these topics have 
been expanded. The program in- 
cludes safe practices in the engine 
room and maintenance depart- 
ment; hospital fire protection, and 
hospital operating room explosion 
hazards. During two of the eve- 
ning sessions last year other hospi- 
tal department heads explained 
what their work was and how their 
work fitted into the total hospital 
operating scheme. There was no 
attempt to relate this type of lec- 
ure, except incidentally, to the 
work of maintenance or mechan- 
ical operation. .. 

This year these subjects will 
cover the professional side of the 
hospital, one session dealing with 
the physician’s relationship to the 
hospital, and a second session deal- 
ing with sterilization and surgical 
procedures. Work organization, 
safety, and the other fellow’s job, 
however, are not crowding out the 
technical aspects of the institute. 
Fuel selection, heating systems, 
building maintenance, electrical 
Wiring, elevator maintenance, 
laundry design and operation, and 
sanitation are among the technical 


feeutther information about products re- 
we to in these columns may be had by 
= ting to: Hosprrats, Editorial Depart- 
ent, 18 ©. Division Street, Chicago 10. 
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subjects that will be served up for 
the hospital engineer attending this 
session. 

In an attempt to bring the insti- 
tute closer to the western segment, 
it is being held this year at the 


Sheraton Hotel in St. Louis. The . 


dates are April 24 through 28. Ap- 
plications received so far indicate 
that at least one-third of those at- 
tending will be engineers who at- 
tended previous institutes. 


Operating room standards 


The Board of Trustees of the 
American Hospital Association, at 
its February meeting, acted upon a 
request of the Council on Hospital 
Planning and Plant Operation and 
voted to approve the National Fire 
Protection Association recommen- 
dations for the use of combustible 
anesthetics in the hospital operat- 
ing room as an official standard. 
Through this action the Associa- 
tion joins the National Board of 
Fire Underwriters in giving official 
recognition to the document. 

Fire inspectors and casualty in- 
surance company engineers, who 
are conducting hospital fire inspec- 
tions under the National Board of 
Fire Underwriters program, have 
been furnished with copies of these 
recommendations. The pamphlet 
also has been placed in the hands 
of all members of the International 
Association of Electrical Inspectors 
by their own organization. Mail 
being received by the Association 
indicates a great deal of interest on 
the part of hospital administrators 
and hospital engineers in achiev- 
ing compliance with this standard. 

This reaction is typical of the 
confidence that will be placed in a 
code or regulation that is reason- 
able and sensible. It may be con- 
trasted with the almost complete 
disregard that was accorded a sim- 
ilar set of regulations published 
in 1944. 

Lack of acceptance of the earlier 
document may have had its roots 
in the fact that the requirements 
were extremely high and expen- 


sive of achievement or may have 
been due to the fact that the re- 
quirements were not commensur- 
ate with the hazard involved. 

The reaction also may have been 
due to fact that the recommenda- 
tions were not realistic. For in- 
stance, they prohibited the intro- 
duction of cautery in the operating 
room. This was ridiculous in view 
of the fact that in some instances 
a surgeon would have no alterna- 
tive but to choose a combustible 
anesthetic for an operation in 
which the utilization of cautery 
was inevitable. 

Now that hospitals have achiev- 
ed the amendment of the recom- 
mendations on a reasonable basis 
through their Association and 
have, in effect, ratified them 
through the Association’s adoption 
of the standard, the next step is 
achievement of compliance. 

In that connection, the purchase 
of electrical equipment to be used 
in the operating room is extremely 
important. The recommendations 
say that all portable equipment 
to be used in the operating room 
should be of a manufacture and 
design intended for use in explo- 
sive atmospheres. This applies to 
portable lights, ether and suction 
machines, and even to such equip- 
ment as heated bassinets which 
are to be kept in delivery rooms 
as required in some states. 

The best assurance that such 
equipment is intended for use in 
explosive atmospheres is that it 
bears a label of the Underwriters 
Laboratories, or a similar recog- 
nized testing laboratory, to the ef- 
fect that the machine has been 
tested and approved for use “in 
explosive atmospheres.” An ordi- 
nary Underwriters Laboratories 
label is not sufficient. 

If equipment is now purchased 
that does not conform to the re- 
quirements, there may be a sub- 
stantial question later of how to 
use the equipment if it is not to be 
allowed in the anesthetizing loca- 
tions. Of course, old portable sur- 
gical lights that are not explosion 
proof can be used in treatment 
rooms or emergency rooms, pro- 
viding those rooms are posted with 
a sign, ordered by the hospital gov- 
erning body, prohibiting the use 
of combustible anesthetics in that 
area.—R. H. 
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St. Francis Hospital 
Claims Capacity and Cleanliness 


0§ GAS Equipment 


Indispensable 


SINCE 1945 the Gas Equipment in the St. Francis 
Hospital Kitchen has been in constant service, yet its 
efficiency and cleanliness are just as apparent as 
when it was installed. That’s why the hospital man- 
‘ agement calls its Gas Cooking Tools indispensable. 

In planning the kitchen, the architects arranged 
the Gas Equipment so that food preparation could 
be carried out in assembly-line fashion, with many 
operations going on simultaneously. The method 
assures that serving deadlines will be met regardless 
of the occupancy of the hospital. 

The productive capacity and versatility of Gas 


St. Francis Hospital, Lynwood, California. 
Mother M. Noella, Mother Superior 


+ Sister Mary Wilma, Dietitian, Supervises Food Service 


Cooking Tools facilitate the volume preparation of 
food at St. Francis Hospital. As Chef Tony Boutet 
points out—No other fuel I have used gives such 
a wide range of cooking temperatures. No other is 
so quick-acting or so clean.” 

With this background of experience the adminis- 
trators of the hospital have already selected addi- 
tional Gas Cooking Tools to provide for expanding 
food service requirements. Your Gas Company 
Representative will show you how you can make 
similar improvements in your food service opera- 
tions—call him soon. 


AMERICAN GAS ASSOCIATION 420 LEXINGTON AVE., NEW YORK 17, N.Y. 


Island arrangement facilitates food preparation with these Gas Cooking Tools: 


heavy duty ranges, steamers, steam-j 


acketed kettles, continuous 


toaster, deep fat fryer, broiler 
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Controlling food service through 


distribution by weight 


MILLIE E. KALSEM 


ONTROL OF THE distribution of 
C prepared food from the kitch- 
en to the ward is only one of the 
aspects of food control for an 
entire dietary department. Some 
phases, however, have received 
greater attention than this one and 
have been solved more effectively 
in the past. As relatively little 
could be gleaned from literature 
to aid us in this phase of our or- 
ganization plans at Cook County 
Hospital, Chicago, it became nec- 
essary to initiate some of our own 
ideas in solving this phase of food 
control. Our solution lay in the 
use of scales for weighing prepared 
food for distribution to wards. 

The need for a system of food 
distribution in our dietary depart- 
ment became very apparent dur- 
ing the reorganization of this de- 
partment in 1937 and 1938. Be- 
cause our budget provided for only 
an adequate diet at a minimum 
cost, we had to make every penny 
count toward better nutrition for 
our patients. 

In working out procedures for 
initiating our plan for food con- 
trol in the hospital, all factors of 
food preparation and distribution 
were carefully appraised to de- 
termine their contributory value. 
Since monetary value and the need 
to operate within a budget are of 
Maximum importance in a tax- 
Supported institution, measures of 
food control received primary con- 
sideration. 

Our first obligation was to give 
or Patients the best meals pos- 
sible within our limited budget. 
Careful menu planning, therefore, 


Was first put into effect, following 
—— 


my Kalsem is chief executive dietitian, 
County Hospital, Chicago. 
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a menu pattern designed to satisfy 
nutrition requirements and to meet 
budget restrictions. The second 
step was to formulate standard- 
ized recipes so as to assure uni- 
formity of product as well as uni- 
formity of cost whenever a dish 
reappeared on the menu. 

In conjunction with the develop- 
ment of standardized recipes, por- 
tion control also was developed. 
Various sizes of portions were 
studied until a standard size por- 
tion was agreed upon. This re- 
quired the cooperation of the ward 


me 





supervisors and the food produc- 
tion supervisors. We proceeded 
with our plans, working on the 
hypothesis that if we prepare 
the amount needed, and then serve 
the standard portion agreed upon, 
the results should fulfill control 
requirements. 


This resulted, however, in a most 
difficult problem in food control, 
the coordination of production and 
service. To solve this we devel- 
oped the system of weighing pre- 
pared food for distribution to the 
wards. 

Because of the size of our insti- 
tution it is not possible for our 
production and service depart- 
ments to have as much knowledge 
about each other as is possible in 
smaller institutions. For this rea- 
son the ordering of prepared food 
from the kitchen by the ward su- 
pervisor and the filling of that 
order by someone in the produc- 
tion unit must be reduced to a 
specific figure. The ward super- 
visor must order her food in spe- 
cific amounts based upon portions 
needed. In doing so, she must take 
into account the different types of 
dietaries she has on her ward and 





THE COOK IS weighing mashed potatoes for distribution, working from chart at right 


to fill orders. Observation discloses the ease of food weighing using this type of scale. 
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THE EMPLOYEE is using the table model scale to weigh smaller quantities as required by 
therapeutic diets. Note the same ease with which food is weighed on this style of scale. 


the popularity rating of each dish 
needed. It is she who knows if 
10 per cent of her patients will 
want second helpings of certain 
dishes and when she can reduce 
her order of one food by 5 per 
cent and increase another by what- 
ever percentage is needed on her 
station. 

The next point to be agreed 
upon was the unit of measure to 
be used. It was, of course, a sim- 
ple matter with regard to items 
of food that could be ordered by 
count, such as oranges, apples and 
most fresh fruit, or liquids that 
could be ordered by quarts or gal- 
lons. Baked dishes, meat, pota- 
toes, vegetables and other items 
comprising most of the main meal 
could not be distributed so easily. 
It was the distribution of these 
foods, therefore, that held the key 
to our problem in control of the 
most costly items on the menu. 

In analyzing the distribution 
problem, we projected the idea 
that, since our serving portions 
were designated in ounces, we 
should be able to order this type 
of food from the kitchen by the 
pound. It would, of course, ne- 
cessitate the purchase of scales 
for our production kitchen. Even 
though the initial cost would be 
rather high, it was concluded that 
the value in future food cost re- 
duction would exceed this invest- 
ment within a short time. 

Because of the differential in 
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cost, the balance scale was selected 
in preference to the dial scale. Ex- 
perience soon taught us the fallacy 
of our first frugality in the pur- 
chase of scales. These scales were 
shifted to other uses and a dial 
scale was obtained for distribution 
of prepared food in the kitchen. 

Because the weighing of hot food 
must be done in a rapid tempo, 
ease of work performance is es- 
sential. The new dial scale, with 
which we have had excellent re- 
sults, satisfies this need. Since 
most utensils are of uniform size 
and weight, the beam can be set 
for the weight of pans and the dial 
used for weighing food items. The 
large numbers on the face of the 
dial enable the ordinary middle- 
aged employee to read the amounts 
quickly and accurately. Another 
feature of this type of scale is that 
all weighing mechanisms are en- 
closed. These parts, therefore, are 
not affected by steam, moisture and 
food particles that may be splashed 
in the process of weighing. 

This scale needs little mainten- 
ance attention. The large dial scale 
weighs food by two ounces up to a 
capacity of 200 pounds. Such 
scales, have been found to be most 
useful when mounted on a mov- 
able stand. The movable scale thus 
can be placed near the production 
units as needed. 

For food items of smaller quan- 
tity, mostly for therapeutic diets, 
a table model scale with the same 





type of dial face has been found to 
be most useful. The same «ase of 
reading, accuracy and speed apply 
to this model as to the larger model 
mounted on wheels. 

Our mimeographed daily meny 
forms are combination menus and 
food orders, showing the number 
of portions ordered from the kitch- 
en by a specific ward for the fol- 
lowing day. The ward supervising 
dietitian brings her food order to 
the administrative office for her 
next day’s food. All these ward 
orders are forwarded to the admin- 
istrative dietitian in charge of food 
production, and in the production 
unit they are summarized. Quanti- 
ties, by pounds, of the same food 
item for all distribution points are 
listed on separate lists for the 
cooks. This process also furnish- 
es the total amount needed to fill 
all orders. This is then correlated 
with the standardized recipe for 
production of each food item. 

This method of food distribution 
has made it possible for us to take 
the guesswork out of amounts ord- 
ered by the ward dietitian and also 
the amount produced and distrib- 
uted by the kitchen. The most im- 
portant advantage, however, lies 
in the saving of food. This saving 
is credited to the fact that a specific 
system was implemented as a tool 
for supervisors and _ production 
manager to meet their needs while 
keeping waste of food to a mini- 
mum. Such a system also adds to 
the satisfaction of the employees, 
for they know that they have given 
their best performance, according 
to standards established by and 
for the department, in service to 
the patients and to the manage- 
ment of the institution. 
























































DINNER 
Pounds GENERAL DIET 
Sunday 
17 Roast Fresh Pork 
Bhot Brown Gravy 
2b ° Mashed Potatoes 
B4%ct | Hot Applesauce (1 oz.) 
| 6° | Endive, Lettuce, Carrot 
Salad 
lot French Dressing 
Boal. Cherry Gelatin with Apple 
ad & Cr. Pineapple 
Bread with Butter 
Milk 
CALORIES __770__ 
a 








SECTION of daily menu form, which ~ 
the quantity of food required for one ware. 
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mini- WHEN THE DOCTOR PRESCRIBES a high _addition to that secured in the regular diet. 
dds to protein diet, but the patient balks at the PROTENUM is supplied in 1 and 4 Ib. 
loyees, usual foods, PROTENUM* may solve the containers. Special quotations to hospitals, 


> given problem. and literature containing a variety of prac- 
ording Composed of non-fat milk solids, Casec* tical recipes, are available on request. 

y and (calcium caseinate), dextrose and cocoa, #T.M. Reg. U.S. Pat. Off. 

rice to PROTENUM is rich in protein, low in fat 
anage- and low in residue. It is specifically formu- 
lated for easy incorporation into a variety 
of taste-tempting beverages and desserts. 
Even in plain water, PROTENUM provides 
a beverage which is pleasing and accept- 
able to patients of all ages. 

One ounce of PROTENUM supplies 12 
Gm. of protein and 105 calories; three 
daily servings of a PROTENUM beverage 
prepared according to the recipes on the 
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DIETETICS apm isTRAT! : 


Cooks' refresher course 


SOME WORTHWHILE tips for hos- 
pital dietary workers came out of 
the refresher course for cooks 
sponsored by the District of Co- 
lumbia Dietetic Association last 
November. The sponsors steered 
clear of philosophical dissertations 
and kept the curriculum on a 
down-to-earth “how-to-do-it” bas- 
is. Here are a few examples: 

Points on handling eggs: When 
used in cake baking, eggs should 
be at room temperature so they 
will combine well. In beating egg 
whites, a pinch of salt will help 
hold volume in the finished prod- 
uct. When only the whites of eggs 
are used, the yolks should be 
placed in a jar, covered with a lit- 


tle water, tightly covered, and 
stored in a refrigerator. This pre- 
vents the yolks from drying on 
top. Eggs should be cooked at low 
to moderate heats. High heat tough- 
ens the protein. Hard-cooked eggs 
should be simmered (not boiled) 
for 25 to 30 minutes. 





The Dietetics Administration de- 
partment is edited by Margaret Gil- 
lam, dietetics specialist. 





Storage of meats: All meat and 
meat products, upon receipt, should 
be checked, unwrapped, weighed, 
placed in a refrigerator, spaced to 
allow air circulation, and rotated 
to be sure that the oldest stock is 


used first. Temperatures should be 
as uniform.as possible. There js 
wide variation in the length of 
time different types of meat will 
keep. Fresh pork sausage, for in- 
stance, should be used within two 
or three days. Fish and poultry 
should be used even sooner—with- 
in 24 to 36 hours. A fresh carcass 
of beef will keep for seven to 12 
days, but fresh primal cuts of beef 
should be used in five to seven 
days. Fresh primal cuts of pork 
should be used in three to five days, 
and veal should be used in three 
to four days. Box-cured ham and 
bacon will keep for two to five 
weeks. 

Canned vegetable liquids: Liquids 
not served with canned vegetables 
contain nutrients and flavor and 
can be used in gelatin salads, 
creamed foods (sauce), baked foods 
(sauce), with tomato juice, to thin 
condensed soups, to thin evaporat- 
ed milk, as a liquid in cooked salad 
dressing.—M.G. 
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Master Menus for May 


THE MAy SERIES of the American Hospital Asso- 
ciation’s Master Menu is printed below. The May 
menus were prepared by Mrs. Mary H. Riste, chief 
dietitian at Butterworth Hospital, Grand Rapids, 
Mich., and Margaret Gillam, dietetics specialist for 
the American Hospital Association. 

These menus reduce to a minimum the number 
of diets, simplify planning, decrease costs and con- 
serve food preparation time. The general diet forms 
the basis of the seven most commonly used special 
hospital diets. All except the liquid diets have been 
planned to include the nine food essentials and serv- 


ings required for nutritional adequacy. They may 
be used for the employee cafeteria as well as for 
the patients. 

To use these menus, (1) read the selections for 
the general (boldface type) and seven special diets, 
(2) type the day-by-day menu suggestions on trans- 
fer slips, spaced and numbered to correspond with 
the Master Menu wall charts, and (3) attach the 
completed slips on the spaces and corresponding 
numbers on the breakfast, dinner and supper wall 
charts. 

Additional blocks of perforated transfer slips and 
Master Menu kits may be purchased from the Asso- 
ciation, 18 E. Division Street, Chicago 10. 


May 1 


. Orange Juice 
. Orange Juice 
. Rolled Wheat or Crisp Rice 
Cereal 
. Poached Ege 
5. Grilled Chicken Livers 
- Toast 


. Mushrooms in Broth ~ 
. Crisp Crackers 
. Roast Leg of Lamb— 
Broiled Pear Filled with 
Red Jelly 
. Roast Lamb 
. Parslied New Potatoes 
. Parslied New Potatoes 
. Fordhook Lima Beans 
. Baked Summer Squash 
Ring 
. Raw Caulifiowerets and 
Rose Radish Salad 
. French Dressing 
. Meringue Nest with Vanilla 
Ice Cream, Raspberry 
and Lime Sherbet or 
Flower Ice Molds 
18. Flower Ice Cream Molds 
19. Raspberry, Lime and 
Orange Sherbet Balls 
20. Fresh Pineapple 
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21. Mixed Fruit Juice 


22. Cream of Asparagus Soup 
23. Croutons 
. Toasted Ham Sandwich— 
Spiced Peach in 
Watercress 
. Crisp Bacon—Peas 
. Chopped Beef Pattie— 
Broiled Tomato 
. Baked Potatoes 


. Grapefruit and Strawberry 
Salad 

. Clear French Dressing 

. May Day Cup Cakes 

. Royal Anne Cherries— 
May Day Cup Cakes 

. Soft Custard 

. Fresh Pear 

. Blended Juice 


May 2 

1. Grapefruit Juice 

2. Grapefruit Juice 

3. Wheat Flakes or Oatmeal 
4. Scrambled Egg 

5. Crisp Bacon 

6. Toast 


7. Tomato Juice 


. Whole Wheat Wafers 

. Baked Breaded Veal Cutlet 

. Broiled Veal Steak 

. Creamed Diced Pimiento 
Potatoes 

. Noodles 

. Wax Beans 

. Sliced Beets 

. Apricot au Natural Salad 

. Lime Dressing 

. Floating Island 

. Floating Island 

. Vanilla Rennet-Custard 

. Unsweetened Canned 
Cherries 

. Cream of Vegetable Soup 


- Potage Longchamps 

. Saltines 

. Chicken or Lamb Souffle, 
Mushroom Cream Sauce 

. Chicken or Lamb Souffle— 
Red Jelly 

. Sliced Chicken or Lamb 

. Potato Balls 

. Sliced Zucchini 

. Carrot Sticks in Pepper 
Ring 


. Boysenberry and Banana 
Cup—Peanut Butter 
Cookies 


32. Banana and Orange Cup— 
Cookies 
33. Orange Gelatin . 
. Banana and Orange Cup 
. Pineapple Juice 
. Crusty Hard Rolls 


May 3 
. Sliced Oranges 
. Orange Juice 
. Hominy or Shredded 
Wheat 
. Soft Cooked Ege 
. Broiled Link Sausages 
. Baking Powder Biscuits 


. Beef Broth 
. Toasted Crusts 
. Baked Beef Loaf 
. Broiled Sirloin Steak 
. Mashed Sweet Potatoes 
with Marshmallow 
Topping 
. Baked Potatoes 
3. Parslied Cauliflower 
14. Asparagus Tips 
. Perfection Salad 
. Mayonnaise Dressing 
. Lemon Sherbet with 
Frozen Peaches 
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Steam cookers have long been standard equipment for 
large kitchens, because they save time, operating expense, 
fuel, and food waste. Perhaps you don't have a large 
kitchen. Well, why don't you buy a Steamcraft cooker, 
which is expressly designed for average size establish- 
ments? It gives you all the fundamental advantages of 
steam cooking, at a lower investment, in less floor space. 


7 may 
as for 





takes up only 22" of floor or counter space. It sets on 


ged for It's ideal for diet kitchens. a 
ae Steamcraft holds six of your regular 12"x20" pans, yet | — | 
rans- - 


| with one of your own tables, or is furnished with standard steel 

h the base. Fueled by gas or electricity, it has time clock which “ You save money when you save valua- 

nding automatically reduces heat to prevent overcooking and ble maintenance time. For that off-the-floor 
general maintenance and repair work, 


- wall provides warming heat when cooking is done. Also has auto- | | you, too, will find Baker Scaffolds to be 
matic water feed. Operates safely on Atmospheric pressure. one of your most valuable pieces of labor- 
Cook your food as needed, be - ~~. and money-saving pieces of equipment. 
and save waiting time, cook- 3 — Men work faster, and are less fatigued, 
ing time, pot cleaning time. ’ . when working on Baker Scaffolds than 
Steamcraft is the QUALITY ___ on outmoded ladders and planks. Baker 
small steamer, expertly engi- i —- _ Scaffolds are easily handled by one man 
neered, ruggedly built, thor- and are readily stacked for height and to 
oughly peal. in contin e : [= cover any floor area. Baker Scaffolds fea- 
al the fact TODAY : sa 3 | ture “no-x-brace” construction which al- 
, he tacts aad ee - lows them to span furniture and equipment 
rom your jobber or from us. : - | with a minimum of disturbance...compact 
Ask for folder SCR-7. Cleve- "a oe ____ storage and no loose parts...can be car- 
land Range has many models ie ried on standard elevators, rolled through 
in all sizes for direct steam, oceania - _. ordinary doorways, complete ease in 


gas or electric operation. Single compartment 3-pan Steam- _~._ assembly and disassembly are all plus 
P erent CCommter Mader) features. Write today for Bulletin 492, 


THE CL EVELAND RANGE COMPANY . : | . Distributors in Principal Cities 


Listed under Reexamination Service 


STEAMCRAFT DIVISION |_| ((U,)) sors 


3333 LAKESIDE AVENUE, CLEVELAND 14, OHIO 


CV waver | BAKER-ROOS, INC. 
t? Sees 602 W. McCARTY STREET 
COOKER oo INDIANAPOLIS 6, INDIANA | 
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Nursing school administration: 


Some authoritative facts 


ADMINISTRATION OF SCHOOLS OF NURS- 
ING. Dorothy Rogers Williams, M.A., 
R.N. Edited by Isabel M. Stewart, 
M.A., R.N. 288\pp. New York: The 
Macmillan Company. 1950. $4. 

OSPITAL ADMINISTRATORS who 
feel a need for authoritative 
information on the problems in- 

volved in the responsibility for a 

school of nursing will find it met 

in the text by Mrs. Williams, lec- 
turer at the Frances Payne Bolton 

School of Nursing, Western Re- 

serve University, Cleveland. 
Nursing school administrators 

who have followed the literature 
of their field will not read much 
that is new in concept. The mate- 
rial is well organized, however, 
and provides an up-to-date refer- 
ence source for nursing school per- 
sonnel. The philosophy reflects the 
thinking at Columbia University 

Teachers College. Administrators 

who may have wondered what was 

taught at Columbia can satisfy 
their curiosity through this book. ' 

Mrs. Williams has presented an 
over-all picture along with consid- 
erable detail to help answer the 
questions arising in the day-to- 
day operation of a nursing school. 

The chapter headings indicate the 

arrangement of the book—admin- 

istration of faculty, students, health 
and housing, curriculum, nursing 
school finances, school publicity, 
professional relationships and ac- 
crediting. The final chapter in- 
cludes a discussion of the qualifi- 
cations and preparation of the 
nursing school administrator. 
The book does not attempt to go 
into the various theories of nursing 
education now being so widely dis- 
cussed, but the author has taken 
into consideration the developing 
situations in the relationships be- 
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tween hospitals and educational 
institutions. Problems of adminis- 
tration of nursing service within 
the hospital have not been ap- 
proached, on the premise that each 
subject deserves the full attention 
of a text, and the editors of this 
nursing series have agreed to this. 

Careful reading and study of this 
sound and excellently done mono- 
graph is to be encouraged.—MIL- 
DRED RIESE, M.A., R.N., superin- 
tendent, Children’s Hospital of 
Detroit. 


The state of philanthropy 


PHILANTHROPY TODAY. John Price 
Jones, editor. 104 pp. New York 
City: The Inter-River Press. 1949. 
Organizations that depend part- 

ly upon public gifts for their sur- 
vival face a difficult challenge. 
According to “Philanthropy To- 
day,” such organizations must de- 
cide on how far they can accept the 
practicalities of federated fund 
raising without losing their indi- 
vidual identities. And federated 
fund raising, say the authors, is 
now a snowballing trend in phil- 
anthropy. 

Just when this challenge must 
be met, the John Price Jones fund- 
raising organization does not say, 
but it implies that the time for 
decision is not far away. This in- 
terim report, published in lieu of 
another edition of the company’s 





Inquiries about books reviewed in 
the Literature department should be 
addressed to the American Hospital 
Association Library —Asa S. Bacon 
Memorial, 18 E. Division Street, Chi- 
cago 10. The department is edited by 
Helen V. Pruitt, librarian. 





“Yearbook of Philanthropy,”’ offers 
professional counsel as a partial 
answer to this and other fund- 
raising problems. That answer is 
admittedly the purpose of the re- 
port and of the company. 

But the report offers much more 
than worldly advice about hiring 
professional counsel. For hospitals 
it reviews over-all trends in phil- 
anthropy and tells approximately 
how much giving may be expected 
under average, not ideal, condi- 
tions. Federated fund raising is 
discussed impartially with hints 
concerning some of its features 
that Americans may never choose 
to adopt. The report does not pre- 
tend to reach a conclusion on fed- 
erated fund drives and affords the 
reader a review of the various 
methods of organizing a campaign. 

According to this report, private 
contributions to hospitals in 1948 
for noncapital purposes are esti- 
mated to have been $110,000,000, 
but the deficit for all voluntary 
hospitals in the United States had 
reached $100,000,000 as early as 
1946. Philanthropy has been car- 
rying only about 9 per cent of the 
load of support, while the demand 
for hospital facilities has increased 
steadily. 

What does the Jones company 
advise hospitals to do? Plan, obvi- 
ously, and take into consideration 
all of the economic, political and 
resulting psychological factors of 
our time. This approach may not 
be entirely new, but authors of the 
interim report find it worth re- 
peating and strengthening with 
fresh statistics that will interest 
everyone in the hospital field. 

Trends in large gifts are evalu- 
ated in this report and so are 
trends among “small” givers. Cor- 
porate giving, labor and employee- 
group giving and bequests all are 
discussed here with specific exam- 
ples of how each type of donation 
has contributed to the current feel- 
ing toward philanthropy. 

Because state governments and 
the federal government now have 
a permanent place in the philan- 
thropic world, the report includes 
an important chapter on public ex- 
penditures for health and welfare 
services. Government giving 
amounted to $6,680,400,000 in 1948 
—a large donation that is indica- 
tive, perhaps, of the future role of 
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PIONEER SURGICAL GLOVES 


Surgeons enjoy wearing Roliprufs—sheer, yet 


tough, they give them finger freedom 
they've never had before. And their durability 
gives you a break in your surgical glove 


budget—long wear means economy! 


Here are a few of Rollpruf's surgeon-pleasing qualities! 


FLAT-BANDED CUFFS~an exclusive 
Pioneer feature, wrists won't roll down during 


surgery—reduce tearing 
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neoprene, are more comfortable, 
less tiring in long wear 


PIONEER ROLLPRUFS~are made of 
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Rollprufs—in the new hospital green color for 
easy sorting—are free of the dermatitis inducing 
allergen sometimes found in natural rubber. 


RUBBER COMPANY 
Adopted by hospitals all over the country, 


749 TIFFIN ROAD 
Rollprufs are more for your money. 
WILLARD, OHIO Specify Rollprufs—insist on them from 
your supplier or write us 
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government in philanthropy and in 
large-scale fund drives. 

The chapter on government it- 
self would be a valuable addition 
to any hospital library and, like 
other chapters of the report, is re- 
plete with facts that will give 
readers a firmer knowledge of 
where hospitals stand in the phil- 
anthropic picture. 

“Philanthropy Today” pulls to- 
gether the vital statistics of giving 
and verbalizes some outstanding 
questions facing the philanthro- 
pist and his recipient. More than 
anything, it stimulates readers to 
accept realistically the limits of 
philanthropy and the probable de- 
gree of public participation in fund 
drives in the years to come—M.L. 


Help for authors 


THE AUTHOR, PUBLISHER, PRINTER 
CompP_Lex. Robert S. Gill. 144 pp. 
Baltimore: Williams and Wilkin 
Co. 1949. Second Ed. $1.50 (cloth). 
The administrator who under- 

takes to establish a new accounting 
system in his hospital or plans a 
community public relations pro- 
gram or wants to overhaul his 
laundry department will frequent- 
ly review the literature concerning 
his project and study the results of 
other experiences in order to safe- 
guard his establishment before 
taking final steps. 

All too often, though, that ad- 
ministrator who schedules himself 
to write a book or technical manu- 
script for publication will not 
bother to study the technique of 
scientific writing. This little book 
will not impart the gift of writing 
to the aspiring author, but it will 
answer many of the mechanics of 
how to proceed once the manu- 
script is finished. 

Fortunately it was written by a 
publishing executive who has de- 
veloped a skillful style. His work 
is compact. The breezy, conversa- 
tional style is even frank enough 
in spots to pin a guilt complex on 
the reader who discovers areas in 
which he has been doing wrong. 

Unless an author is blessed with 
a particularly compact style or has 
an experienced editor copyread the 
piece first, 10 to 30 per cent of the 
words in manuscripts that wind up 
in the printer’s hands are idle, Mr. 
Gill writes. 

For the person meaning to write 
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a book or an article, this book con- 
tains much that will save time and 
effort. The section on indexing 
alone may be worth the price of 
the book to those authors who must 
do their own indexing and find it 
a chore. Here, also, prospective 
authors may turn for definitions of 
some of the trade expressions and 
also learn why a book that costs 
only a few dollars to print must 
sell for several times that for the 
publisher to break even.—W.J.P. 


Hospital entertainment 


RECREATION Is FuN—A Handbook on 
Hospital Recreation and Entertain- 
ment. Text and editing by Esther 
M. Hawley. 115 pp. New York City: 
Prepared by the American Theatre 
Wing. 1949. $1. 

This most unusual book should 
be of great help to the occupa- 
tional therapist or recreational di- 
rector. Suitable games and indi- 
vidual activity are suggested for 
patients according to the illness 
for which they are hospitalized. 
Complete instructions are provided 
for each suggested game or party. 
Some activities are planned for en- 
tire wards. 

The American Theatre Wing has 
been active in various government 
hospitals, and its participants have 
had excellent experience in the 
art of providing hours of pleasure 
for patients. Civilian hospitals now 
may profit from this wide back- 
ground. The book is introduced 


. with a chapter on the principles of 


hospital recreation and entertain- 
ment. 


Mental hospitals 


BETTER CARE IN MENTAL HOSPITALS. 
Proceedings of the First Mental 
Hospital Institute. 208 pp. Washing- 
ton: The American Psychiatric As- 
sociation. 1949. $3. 


Papers and discussions presented 
at the first mental hospital insti- 
tute, held in Philadelphia in April 
1949, have been compiled and 
carefully edited to form a source 
of helpful material on the admin- 
istration of mental hospitals. Dr. 
Daniel Blain, medical director of 
the American Psychiatric Associa- 
tion, was the director of the 
institute and editor of the proceed- 
ings. 

Nearly 140 students were regis- 
tered, representing many different 
professional groups interested in 
the problems of mental hospitals. 


The papers and discussion have 
been grouped into four sections— 
administration of the menta! hos- 
pital, the mental hospital and 
the -community, personnel in the 
mental hospital and clinical rela- 
tions in the mental hospital. The 
greater part of the time assigned 
to the sessions was devoted to dis- 
cussion and the remarks have been 
recorded and included. 

To gather sufficient. statistical 
data as resource information, a 
questionnaire was sent to all men- 
tal hospitals before the institute 
began. A tabulation of this infor- 
mation is printed as part of the 
appendix. The appendix also in- 
cludes a condensed outline of 
personnel standards for psychiatric 
hospitals approved by the Ameri- 
can Psychiatric Association and a 
sample orientation course for hos- 
pital personnel. 

Administrators of general hos- 
pitals as well would find a reading 
of these proceedings to be most 
interesting and enlightening. 


For the general public 


Two recent publications for the 
general public are “A Lamp Is 
Heavy” by Sheila MacKay Russell 
and “Fun with Fabrics” by Joseph 
Leeming. 

The first book relates in fiction 
form the experiences of an 18- 
year-old girl in nurses’ training. 
It gives a true portrayal of hospital 
life and of a student’s problems, 
glamorizing the profession slightly 
but not enough to distort the pic- 
ture. It will have great appeal for 
high school girls and can be used 
effectively for recruitment. Clever 
illustrations liven an already lively 
book. Administrators should rec- 
ommend to high school and public 
librarians the inclusion of this book 
in their collections of vocational 
materials. It is published by the 
J. B. Lippincott Co., Philadelphia. 

“Fun with Fabrics” is another in 
Mr. Leeming’s long series of “Fun” 
books. Occupational therapy de- 
partments in all hospitals, particu- 
larly children’s hospitals, should 
obtain a copy. The suggested prod- 
ucts of fabrics are simply made, 
yet useful or entertaining. The in- 
structions and illustrations are eX- 
cellent. Copies may be ordered 
from the J. B. Lippincott Co., Phil- 
adelphia, at $2.50 each. 
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J. DEWEY LUTES became super- 
intendent and consultant for the 
puilding program at Woonsocket 
(R.I.) Hospital, March 1. LERoy 
R. Cox, a member of the American 
College of Hospital Administra- 
tors, resigned as superintendent, 
February 8. 

Prior to this appointment, Mr. 
Lutes was director of University 
Hospital, Augusta, Ga. He is a 
charter fellow of the American 
College of Hospital Administrators 
and a life member of the American 
Hospital Association. 

A past-president of both the 
Chicago Hospital Association and 
the Illinois Hospital Association, 
Mr. Lutes previously has served 
as administrator of Presbyterian 
Hospital, Chicago, and Ravens- 
wood Hospital, Chicago. 


Witt1amM B. Woops has been 
named hospital supervisor of 
Rochester (N. Y.) Municipal Hos- 
pital, which is 
part of Strong 
Memorial Hos- 
pital. Mr. Woods 
succeeds GEORGE 
J. DASH, who 
was superin- 
tendent there 
for the past 15 
years. 

In 1949, Mr. 

Woods obtained 

his Master of 

Science degree in hospital admin- 
istration at the School of Public 
Health, Columbia University. Dur- 
ing the war, he served four years 
in the Army Medical Corps, in- 
cluding two years in the European 
theater. Mr. Woods has been an 
administrative assistant at Strong 
Memorial Hospital since June 1948. 


(vacances atascesnsaaanacaeyyyuuuuonniagnsseenatt 


Ear. C. H. PEARSON, superintend- 
ent of Salt Lake County General 
Hospital, Salt Lake City, Utah, 
was to have become superintend- 
ent of French Hospital, San Fran- 
cisco, April 3. A past president of 
the Florida Hospital Association, 
Mr. Pearson is a fellow of the 
American College of Hospital Ad- 
Ministrators. In going to French 
Hospital he succeeds CHARLES J. 
MALINOWSKI, a member of the 
American College of Hospital Ad- 
Ministrators. 


‘comet 


SISTER EULALIA HARBAUGH, su- 
berior of St. Mary’s Hospital, De- 
troit, has been appointed medical 
and surgery supervisor at St. 
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Mary’s Hospital, Saginaw, Mich. 
A member in the American Col- 
lege of Hospital Administrators, 
Sister Eulalia formerly was su- 
perior at the United States Sol- 
diers Home Hospital, Washington, 
D. C. She is a life member of the 
American Hospital Association. 





WALTER E. WRIGHT, superintend- 
ent of Memorial Hospital, Paw- 
tucket, R. I., since 1929, will re- 
tire May 1. A fellow of the 
American College of Hospital Ad- 
ministrators, Mr. Wright is a past- 
president of the Hospital Associa- 
tion of Rhode Island. He previously 
served as administrator at Brad- 
ford (Pa.) Hospital and as super- 
intendent of Staten Island Hospi- 
tal, New York City. 


FRANCES M. KENEMUTH became 
administrative assistant at Butler 
(Pa.) County Memorial Hospital, 
March 1. Prior to this appointment, 
she was office manager and chief 
accountant at that institution. 

Miss Kenemuth is the immedi- 
ate past-president of the North- 
west Regional Hospital Association 
of Pennsylvania. 


S. TANNER STAFFORD, former ad- 
ministrator of Flint-Goodridge 
Hospital of Dillard University, 
New Orleans, became superintend- 
ent of Florida Agriculture and 
Mechanical College Hospital, Tal- 
lahassee, February 1. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Stafford was superintendent of 
Norfolk (Va.) Community Hospi- 
tal from 1941 to 1946 and, prior to 
that, was superintendent of Good 
Samaritan-Waverly Hospital, Co- 
lumbia, S. C. 


ISABELLA N. WILLIAMS has been 
appointed superintendent of Lake 
Wales (Fla.) Hospital. She suc- 
ceeds BREE KELLY, who resigned 
because of ill health. 


MARIE BEHLAN has succeeded R. 
ARTHUR CARVOLTH as superintend- 
ent of Caledonian Hospital, 


Brooklyn. Mr. Carvolth previously 
has served as superintendent of 
Potsdam (N. Y.) Hospital. 


CHARLES T. PATTERSON, admin- 
istrative assistant at Methodist 
Hospital, Sioux City, Iowa, will 
become superintendent of Buena 
Vista County Hospital, Storm 
Lake, Iowa, June 15. Mr. Patter- 
son has served at Methodist Hos- 
pital for the past five years. 


CHARLES F. MEHLER has been 
named assistant director of Hamot 
Hospital, Erie, Pa. His new duties 
will be in addition to his regular 
ones as comptroller at that hospi- 
tal. 


J. W. BANCROFT, administrator 
of Turberville Hospital, Century, 
Fla., has been named administra- 
tor of Mizell Memorial Hospital, 
Opp, Ala. 


MANSFIELD BESHEARS JR. has be- 
come administrator of Memorial 
Hospital, Elk City, Okla. Mr. Besh- 
ears served his administrative res- 
idency at Presbyterian Hospital, 
Chicago. 


RUSSELL N. TUCKER will become 
administrator of Hilo (Hawaii) 
Memorial Hospital, April 15. 

Prior to this 

appointment, 
Mr. Tucker 
served as ad- 
ministrator of 
Cushing (Okla. ) 
Municipal Hos- 
pital and pre- 
viously as as- 
sistant adminis- 
trator of Mercy 
Hospital, Okla- 
homa City. 

In his new position at Hilo 
Memorial Hospital, Mr. Tucker re- 
places JOHN A. LINDNER, who died 
January 5. 


HarRVEY S. VAN VLEAR, retired as 
business manager of San Joaquin 
General Hospital, French Camp, 
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Calif., March 31. He will be re- 
placed by THoMAS LE ‘MIEUX, as- 
sistant business manager at that 
hospital. 





Dr. FERDINAND PIAZZA, deputy 
‘ medical superintendent of Ford- 
ham Hospital, New York City, has 
become medical superintendent of 
Sydenham Hospital, New York 
City. 

Dr. Piazza previously was dep- 
uty medical superintendent of 
Metropolitan Hospital, New York 
City. From 1942 to 1946, he served 
in the Army. 





W. B. Esson, administrative in- 
tern at Good Samaritan Hospital, 
Portland, Ore., has been appointed 
assistant administrator of that in- 
stitution. 





RoBert D. SOUTHWICK has be- 
come director of Concord (N. H.) 
Hospital. He had previously served 
as an administrative assistant at 
Gallinger Municipal Hospital, 
Washington, D. C. 


MMMM 


Dr. T. BRUCE H. ANDERSON, who 
has been with the Public Health 
Service for the past 35 years, re- 
tired March 1 as medical officer in 
charge of the United States Marine 
Hospital, Staten Island, Stapleton, 
N. Y. Dr. Anderson has been ap- 
pointed as administrator of Mar- 
shall Lodge Memorial Hospital and 
Guggenheimer Memorial Hospital, 
Lynchburg, Va. 

Dr. JOHN A. TRAUTMAN, medical 
officer in charge of United States 
Marine Hospital, Cleveland, will 
replace Dr. Anderson at Stapleton 
on July 1. Until then, the Staple- 
ton hospital will be under the di- 
rection of Dr. JOHN N. BOWDEN, 
deputy medical officer in charge. 


AGNES WATTY BOYLE has suc- 
ceeded HENRY X. JACKSON as as- 
sistant administrator and execu- 
tive officer of Herrick Memorial 
Hospital, Berkeley, Calif. Mr. 
Jackson has become administrator 
of Marin County Hospital and 
Farm, San Rafael, Calif. 


Two graduates of the hospital 
administration course at Duke 
Hospital, Durham, N. C., have been 
appointed to administrative posi- 
tions. 

WILLIAM F. ANDREWS became 
administrator of the C. J. Harris 
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Community Hospital, Sylva, N. C., 
in March. 

Harry M: WEIR JR. has been ap- 
pointed administrator of Claren- 
don Memorial Hospital, Manning, 
S.C. After his grduation from the 
course in hospital administration 
at Duke Hospital, he served his 
administrative residency there. 





Dr. RHETT G. MCMAHON has been 
named director of student health 
services at Louisiana State Univer- 
sity. As university health director, 
Dr. McMahon will have supervi- 
sion of the 100-bed university hos- 
pital. 





Dr. HENRY T. CLARK JR., medi- 
cal director of Vanderbilt Univer- 
sity Hospital, Nashville, Tenn., will 
become admin- 
istrator of the 
Division of 
Medical Affairs 
of the Univer- 
sity of North 
Carolina School 
of Medicine, 
Chapel Hill, on 
May 1. 

Dr. Clark will 
head the new 
division of the 
university that includes five health 
professional schools and the hos- 
pital. 

From 1946 to 1948, Dr. Clark 
was assistant medical director of 
Strong Memorial Hospital, Uni- 
versity of Rochester (N. Y.) Medi- 
cal School. He had previously 





. served an internship in pathology 


at that hospital. 





BETTY BARTELLS, R.N., was to 
have become supervisor-adminis- 
trator of Tracy (Calif.) Community 
Memorial Hospital, April 1. She 
succeeds AUGUST KOENIG, who was 
an American hospital consultant to 
the Brazilian government during 
World War II. Mr. Koenig plans 
to remain in Tracy as a consultant 
to four other hospitals. 

Miss Bartells has had 10 years 
experience in supervision and ad- 
ministration as assistant superin- 
tendent of nursing at Highland- 
Alameda County Hospital, Oak- 
land, Calif. 





R. E. HUMPHRIES has resigned as 
superintendent of Baptist Memorial 
Hospital at Gadsden, Ala. 





MARGARET I. HUNTER, .adminis- 











trator of West ‘Hudson Hospital, 
Kearny, N. J., for the pasi 15 
years, resigned March 1. Her suc- 
cessor is DREW J. THOMAS, assistant 
administrator of Prospect Heights 
Hospital, Brooklyn. 





JOHN VANDERKLISH, acting ad- 
ministrator of Glover Memorial 
Hospital, Needham, Mass., has be- 
come assistant administrator of 
the Atlantic City (N.J.) Hospital. 





GERALD F. WAGNER was to have 
become administrator of Edward 
John Noble Hospital, Gouverneur, 
N. Y., April 1. Previously he has 
served as assistant administrator 
of Guthrie Clinic and Robert 
Packer Hospital, Sayre, Pa. 





SIDNEY LEWINE has been ap- 
pointed assistant director of Mount 
Sinai Hospital, Cleveland. He has 
been director of the Jewish Voca- 
tional Service of the Jewish Wel- 
fare Federation for the past six 
years. 





LouIS PEELYON, administrator of 
Lompoc (Calif.) District Hospital, 
has been named administrator of 
Pioneers Memorial Hospital, now 
under construction at Brawley, 
Calif. ;; 





OwEN F. JOHNSTON, superintend- 
ent of Beaufort (S.C.) County 
Hospital Association, has become 
assistant administrator of Florida 
State Sanatorium, Orlando. 





L. E. CARMEN has been named 
superintendent of Perry County 
Memorial Hospital, now being con- 
structed in Tell, Ind. 





’ CHARLES E. VADAKIN, managing 
director of Coshocton (Ohio) 
Memorial Hospital Association, 
Inc., became managing director of 
Amsterdam (N.Y.) City Hospital 
on February 1. A member of the 
American College of Hospital Ad- 
ministrators, Mr. Vadakin prevl- 
ously has served as administrator 
of Fairmont (W.Va.) General 
Hospital and Doctors Hospital, 
Washington, D. C. 


ani TEE 


CAPTAIN RoBERT M. GILLETT, 
MC, USN, has been named com- 
manding officer of the Naval Hos- 
pital, National Naval Medical 
Center, Bethesda, Md. He suc- 
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ceeds CAPTAIN FREDERICK C. 
GREAVES, MC, USN, who has been 
appointed assistant chief of the 
Bureau for Research and Medical 
Military Specialties, Navy Bureau 
of Medicine and Surgery, Wash- 
ington, D. C. 


Dr. STANLEY W. OLSON was to 
have become dean of the Univer- 
sity of Illinois College of Medicine 
and medical director of the uni- 
versity’s Research and Education 
Hospitals on April 1. He had 
served as assistant director of the 
Mayo Foundation, Rochester, 
Minn., since October 1947. 





Dr. CORNELIUS B. PHILIP has 
been appointed assistant director 
of the Rocky Mountain Laboratory 
of the National Institutes of 
Health, Hamilton, Mont. Previ- 
ously he had served as medical en- 
tomologist at that laboratory. 





Dr. FREDERIC HOWARD has re- 
signed as superintendent of Wil- 
liam Roche Tuberculosis Hospital, 
Toledo, Ohio, to enter private prac- 
tice. He formerly held administra- 


tive positions at Cambridge 
(Mass.) Sanatorium and at Sun- 
shine Sanatorium, Grand Rapids, 
Mich. 





Correction 


A personal news item on this 
page in March erroneously stated 
that GEORGE W. BRYAN would be- 
come administrator of the Valley 
Hospital, Ridgewood, N. J., on 
April 1. He was reported as be- 
ing the former administrator of 
Tallahassee (Fla.) Memorial Hos- 
pital, and the item said he had 
been succeeded at Tallahassee by 
JAMES C. DAVIE, business manager 
of the Petersburg (Va.) Hospital. 

The item should have stated that 
Mr. Bryan has become business 
manager of the Lantana (Fla.) 
Tuberculosis Hospital. He was as- 
sistant administrator, not adminis- 
trator, of the Tallahassee Memorial 
Hospital. Mr. Davie has been ad- 
ministrator of the Tallahassee 
Memorial Hospital since June 1, 
1949. Previously he was manager 
of Petersburg Hospital. Before Mr. 
Davie became administrator last 








June, Mr. Bryan served as acting 
administrator of the Tallahassee 
hospital. 

Mr. Davie recently passed the 
Virginia State Bar examination 
and is now a licensed attorney at 
law in Virginia, in addition to be- 
ing administrator of Tallahassee 
Memorial Hospital. 
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Deaths 





BERT F. ARRINGTON, administra- 
tor of Balboa Hospital, San Diego, 
Calif., died February 27. He was a 
past-president of the Hospital 
Council of San Diego County. 

Mrs. OLA ARRINGTON has been 
named administrator of Balboa 
Hospital to succeed her husband. 





Mrs. JAMES E. BATTY, co-owner 
of Beverly Hills Sanitarium, Dal- 
las, died February 14. She was the 
first nurse to have charge of the 
operating room of the Baptist San- 
itarium, Dallas, now known as 
Baylor Hospital. 
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MAY WE SEND 
CIRCULAR H48? 





CHICAGO 14, ILLINOIS 


THERMOSTATIC SHOWER MIXERS 


~S One shower accident may cost 

_ ‘many times more than Powers 
: shower mixers. They are really 
safe and non scald. Temperature 
of Powers regulated showers 
remains constant wherever set 
regardless of pressure or tem- 
perature changes in water sup- 
ply lines. Failure of cold water 
supplyinstantly and completely 
shuts off the delivery. Bathers 
can really relax and enjoy the 
best showers they ever had. 
oh Consult your favorite dealer or write for catalog 
of special and custom made models and equipment 


EVEREST & JENNINGS bept.s 
761 NORTH HIGHLAND AVENUE + LOS ANGELES 38, CALIF. 


WRITE 
THE POWERS REGULATOR CO., 2720 Greenview Ave. 


Offices in over 50 cities 


lightest 

and Strongest 
Chromium 
Plated 








Everest & Jennings Folding 
WHEEL CHAIRS 
require LESS hospital space 


Compare the space for two, non-folding chairs with 
that required for five folding Everest & Jennings 
Wheel Chairs. With hospital space requirements at 
an all time high, isn't it logical to specify Everest & 
Jennings Folding Wheel Chairs for hospitals, sani- 
tariums and rest homes. Hospital superintendents 
are cordially invited to write for a catalog and full 
particulars about the complete line of Everest & 
Jennings Wheel Chairs, parts and accessories. Cus- 
tom designed models a specialty. 
Manufactures of WING FOLDING CRUTCHES 





TRAVELER 
MODEL 





eS 


Width, open, 
24 inches 
Folds to 

10 inches 


UNIVERSAL 
MODEL 
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Health Information Foundation Head 


Kenneth Williamson, assistant 
director of the Association since 
1943, became executive director of 
the newly formed Health Informa- 
tion Foundation on March 21. Mr. 
Williamson, long a leader in the 
hospital field, began his career af- 
ter his graduation from the Uni- 
versity of Southern California in 
1936. He was an administrative 
assistant at the Methodist Hospital 
of Southern California and the Hos- 
pital of the Good Samaritan, both 
at Los Angeles. He then became as- 
sistant director of the Hospital 
Service of Southern California. 
Following this, Mr. Williamson 
was appointed executive director 
of the Association of California 
Hospitals and the Association of 
Western Hospitals. 


In 1943 Mr. Williamson came to 
Chicago to become secretary of 
the Association’s Council on As- 
sociation Relations. Three years 
later he was made an assistant di- 
rector of the Association and sec- 
retary of the Council on Adminis- 
trative Practice. During this time 
he was coordinator for the coun- 
cils on education, association rela- 
tions, public relations and admin- 
istrative practice. While he was 
secretary of the Council on Admin- 
istrative Practice, Mr. Williamson 
developed the idea for a magazine 
for hospital governing boards— 
now known as TRUSTEE. 


When Mr. Williamson became 
assistant director in charge of pro- 
gram planning in 1949, he assumed 
the responsibility for the conven- 
tion planning and the development 
and planning of the auxiliary pro- 
gram. 

_A lecturer in hospital admin- 
istration at various universities 
throughout the country, he has 
contributed much material to the 
hospital literature available today. 
As a result of his contributions to 
the field of hospital administration 
and his contact with many hospital 
associations as a speaker, Mr. Wil- 
liamson has earned wide recogni- 
tion and respect in the health field. 

Describing his new duties as 
head of the Health Information 
Foundation, Mr. Williamson said 
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that the first purpose of the new 
group is to bring together health 
facts accumulated by organizations 
in various health areas and thus 
establish a permanent source of 
all health information. Other func- 
tions of the new foundation will 
be to determine what services are 
available and what are needed; to 
encourage research groups; to 
study the _ so-called ‘marginal 
areas” where health facilities are 


MR. WILLIAMSON 


inadequate, and to study the needs 
and distribution of professional 
personnel. 

Mr. Williamson emphasized the 
fact that the foundation will be a 
nonpolitical organization. The two 
important goals will be to get the 
proper facts to the people and get 
communities to help themselves. 
The foundation’s offices are in New 
York City. 


Affiliated Meetings 


Five affiliated groups of the As- 
sociation are in the process now of 
planning the programs for their 
meetings in Atlantic City next 
September. The groups meeting 
are: American College of Hospital 


Administrators; American Asso- 
ciation of Nurse’ Anesthetists; 
American Association of Hospital 
Consultants; the state survey di- 
rectors, and the architects. This 
year, the American Association of 
Medical Record Librarians will 
conduct its meeting in October at 
Boston. 


The American College of Hospi- 
tal Administrators will meet Sun- 
day and Monday, September 17 
and 18. On Sunday afternoon the 
annual convocation will be held to 
admit and advance members. The 
annual banquet will be given that 
night. On Monday, a general edu- 
cational session, featuring the sec- 
ond annual Bachmeyer Address, 
will be conducted. A business ses- 
sion for the election of officers will 
follow. The college’s board of re- 
gents will meet on the Saturday 
preceding the convention, Septem- 
ber 16. The college’s convention 
headquarters will be at the Tray- 
more Hotel. 

Directors of schools for nurse 
anesthetists will have special meet- 
ings all day Sunday, September 17, 
and Monday morning, September 
18. A business meeting will be con- 
ducted Tuesday, when the new of- 
ficers will be elected. Wednesday 
morning, September 20, a joint 
meeting will be held with hospital 
administration. Headquarters for 
the nurse anesthetists is at the 
Ritz-Carleton Hotel. 

Hospital architects are planning 
two special meetings, Monday and 
Tuesday morning during the con- 
vention week. Stress will be on the 
interrelation of various hospital 
units in planning and architects’ 
problems in planning research lab- 
oratories. Two sectional meetings, 
with administrators, will be held 
Wednesday morning, September 
20. 

State survey directors under the 
Hill-Burton Act will meet two 
days before the official convention 
opening to review special problems 
they face in the administration of 
the program. Some of the topics to 
be discussed are the interpretation 
of federal rules and regulations 
and the attitudes and desires of 
state and national hospital associa- 
tions toward big planning pro- 
grams A sectional meeting for the 
survey directors and hospital ad- 
ministrators will be conducted 
Wednesday morning. 

The American Association of 
Hospital Consultants is planning a 
meeting for Sunday, September 17. 
Further details will be announced 
soon. 
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More Hearings Affecting Hospitals 


This spring, Washington prob- 
ably will witness more Congres- 
sional hearings affecting hospitals 
than has been the case in any cor- 
responding period in recent years. 
This series of separate inquiries, 
on subjects ranging from civil de- 
fense to lobbying irregularities, 
began in March, but the peak in 
interest—and probable action by 
Congress—is not expected to be 
reached before May or June. 

On March 22, the House Ex- 
penditures Committee was sched- 
uled to launch public hearings on 
H.R. 5182, the bill to create a 
United Medical Administration to 
operate all Federal hospitals, in- 
cluding those of the armed serv- 
ices. Strenuously opposed to this 
plan are the veterans’ organiza- 
tions, because it would transfer the 
Veterans Administration medical 
and hospital activities to the pro- 
posed U.M.A. 

A special subcommittee of the 
House Armed Services Committee 
was due to return to Washington 
March 25, after a two-week in- 
spection tour of Army and Navy 
hospitals. An announcement was 
expected shortly afterward as to 
whether it will reopen public hear- 
ings on military hospitalization, 
with particular reference to care 
- of servicemen’s dependents and 
veterans. 

The Joint Congressional Com- 
mittee on Atomic Energy opened 
public hearings March 20 into ci- 
vilian defense, with witnesses rep- 
resenting national organizations in 
various fields of effort. Medical 
and hospital care constitute a ma- 
jor phase of this inquiry—avail- 
ability of physical facilities, ade- 
quacy and distribution of profes- 
sional and technical personnel, 
and planning for joint utilization, 
for example. 

The House Committee on Inter- 
state and Foreign Commerce has 
had difficulty in reaching agree- 
ment on a revised bill for federal 
financial support of medical and 
nursing education. This has post- 
poned the scheduling of an open- 
ing date for public hearings on 
pending health insurance bills, 
notably the Javits-Herter (volun- 
tary) and the Thomas-Murray- 
Dingell and Bosone (both compul- 
sory) bills. It is now considered 
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unlikely that they will begin be- 
fore late April or May. 

The Senate Finance Committee 
has completed its lengthy hearings 
on amendment of social security 
laws. Representatives of the 
American Hospital Association, 
American Medical Association and 
organized labor, among others, 
presented views on coverage of 
hospital employes and proposed 
adoption of permanent and tempo- 
rary disability insurance. At the 
same time, the Senate Appropria- 
tions Committee was concluding 
the taking of testimony on the 
Public Health Service budget for 
1950-51, including funds for ex- 
panded operations under the Hill- 
Burton Act. 

Published last month was the 
report by the subcommittee on 
low-income families, part of the 
Joint Committee on the Economic 
Report. Section 7 of the report is 
devoted to the relationship be- 
tween low income and health. The 
subcommittee’s findings and rec- 
ommendations were based on 
hearings conducted last winter. 
These were: (1) Expansion of 
Federal aid for construction of 
hospitals, health centers and other 
clinical facilities, particularly in 
low-income areas; (2) similar sup- 
port of professional training to in- 


-crease supplies of physicians and 


nurses; (3) expansion of existing 
medical schools and establishment 
of new ones with government as- 
sistance; (4) federal-state cooper- 
ation to strengthen local public 
health services; (5) “development 
of a comprehensive program, based 
upon the voluntary cooperation of 
public and private agencies, which 
will permit all persons who so de- 
sire to participate in a system of 
health insurance.” 

The joint subcommittee’s report 
was signed by Senators Sparkman 
(chairman) and Flanders and 
Representatives Buchanan and 
Huber. The fifth member, Penn- 
sylvania’s Representative Rich, 
filed a separate report of dissent, 
which was particularly critical of 
the majority views on low income 
and health. 

‘When the five recommendations 
in this section (No. 7) are consid- 
ered,” said the Pennsylvania Re- 
publican, “I find it difficult to de- 


termine what kind of a medica] 
care program is recommended. 
what kind of voluntary coopera- 
tion of public and private agencies 
is contemplated. Would not the 
practical result of any such pro- 
gram soon resolve itself into some 
kind of dominated federal medica] 
plan? The report states, ‘without 
endorsing any plan,’ in reference 
to health proposals. It makes it ap- 
pear as though ‘any’ plan might be 
read into the recommendations, | 
desire to make it crystal clear that 
I am opposed to the compulsory 
health insurance plans as they have 
been proposed by the administra- 
tion, and advocated and propa- 
gandized at government expense 
by the administrator of the Social 
Security Board.” 

With reference to the House 
Armed Services Committee inves- 
tigation of Army and Navy hospi- 
tals, precipitated by the retrench- 
ment order issued by Department 
of Defense, every indication is that 
the inquiry will be broadened con- 
siderably in scope and important 
action taken before Congress ad- 
journs this summer. The question 
of providing care for servicemen’s 
dependents in military hospitals, 
reducing the load on veterans hos- 
pitals through greater utilization— 
on a contractual basis —of civil 
hospitals, improved coordination 
of planning for all expansion of 
the nation’s hospital system—these 
are some of the main problems 
which Capitol Hill seems to be 
preparing to explore. 


A significant development, illus- 
trating this trend, was the special 
meeting held on March 16 by the 
Senate Committee on Appropria- 
tions, which questioned the mili- 
tary surgeons general, Dr. Rich- 
ard L. Meiling (chief of medical 
services for the department of de- 
fense) and other high ranking 
government officials on the federal 
hospital situation. The outcome of 
such pending legislative proposals 
as establishment of a Department 
of Health, Education and Security, 
establishment of a United Medical 
Administration and adoption of a 
national health insurance program 
is dependent in large measure up- 
on action that will be taken re- 
garding the size and jurisdiction 
of Army and Navy hospitals. 

Earlier in the month, Dr. Meil- 
ing had shared a controversial 
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HOSPITAL 
LINENS 


Their Selection and Care is one of 


the Important Responsibilities of 


the Hospital Housekeeper 


OUR HOSPITAL IS JUDGED, in part, by 

the linens it provides. Linen properly 
selected and efficiently cared for can do much 
to enhance the reputation of your hospital— 
and of your Hospital Housekeeper. Therefore, 
while the selection and care of linens is only 
one of the many functions of the Hospital 
Housekeeper, it is an important responsibility. 


BUYING—FOR ECONOMY, 

FOR BEST SERVICE 

The most economical linens are not always 
the cheapest—and the most expensive do not 
always give best service. The Housekeeper is 
trained to select linens on the basis of their 
use and the care they will receive, as well as 
on the basis of their original cost. 

The top-grade muslin is your best choice 
for long wear. Type 128 muslin combines 
economy in first cost with excellent wearing 
qualities. Type 140 muslin is stronger, heavier, 
even more durable for extra long service. 
Where luxury is a consideration, percale will 
give you lighter weight, wonderful softness, 


LAUNDERING— 
FOR LONGER WEAR 


Cotton is the most widely used fibre in hos- 
pital supplies because it will withstand vigor- 


ous treatment—such as- high temperatures 
and alkalinities—and so is ideal from the 
laundering standpoint. Reasonable care in 
the laundry will prolong the life of linens, 
but sheets, pillowcases, towels, and mattress 
covers must be of good enough quality origin- 
ally to give the laundry a fair chance to do 
its part. 


HOSPITAL HOUSEKEEPING— 

AN EXACTING PROFESSION 

In the past few years new techniques, new 
management systems and new housekeeping 
aids have made Hospital Housekeeping an 
important and responsible occupation. 

To prepare young women for this new pro- 
fession and to make up-to-date information 
more readily available to those already in the 
field, the American Hospital Association, in 
co-operation with Michigan State College, 
last year introduced the first formal educa- 
tional course to train personnel in Hospital 
Housekeeping. 

In recognition of the value of this course, 
Pacific Mills has established the Pacific Mills 
Hospital Education Fund which provides ten 
full scholarships for the course each year. The 
names of this year’s scholarship winners will 
be announced in the May issue of Hosprrats. 
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spotlight with Rear Admiral Joel 
T. Boone, M.C., U.S.N., over the 
proposed federal hospital economy 
measures. Until recently, Admiral 
Boone was chief of the Joint Plans 
and Action Division, part of the 
Office of Medical Services of the 
Department of Defense. For many 
months Admiral Boone has con- 
tended that the proposal to cut 
back Defense department medical 
facilities was unwarranted and un- 
sound. 

On March 3, Admiral Boone, 
who holds a Congressional Medal 
of Honor, testified to that effect be- 
fore a Congressional committee, 
and at about the same time he was 
transferred from the Defense de- 
partment back to the Navy. This 
caused an uproar. 

Dr. Meiling issued a statement 
to the effect that Admiral Boone 
had been notified of his transfer 
on February 28, three days before 
his Congressional testimony and 





ADMIRAL BOONE 


DR. MEILING 


that the testimony was not a fac- 
tor. “Admiral Boone is an officer 
with a distinguished military rec- 
ord and has every right to make 
any statement he desires before 
committees of Congress or else- 
where,” said Dr. Meiling. He said 
his decision to transfer Admiral 
Boone back to the Navy was made 
in October 1949, shortly after Dr. 
Meiling assumed his position in the 
Department of Defense. “Admiral 
Boone,” he said, “was not in sym- 
pathy with the economy program 
of the medical services of the 
armed forces.” 

Dr. Meiling’s position generally 
was upheld by many authorities. 
The Defense department released 
the text of supporting telegrams 
from a dozen of the nation’s best- 
known medical men. 


Rear Admiral Clarence J. 
Brown, M.C., U.S.N., has succeeded 
Admiral Boone in the Defense de- 
partment. Admiral Boone, in turn, 
has taken over Admiral Brown’s 
old job as general inspector of 
naval medical activities. 
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Opinions of Dr. Hess 


The nation’s hospitals, like the 
doctors who practice in them, to- 
day are confronted with a welter 
of problems which, while grave, 
can be solved by clear thinking 
and appropriate action. This, in 
effect, is what delegates to the 
Southeastern Surgical Congress 
were told, at their annual meeting 
in Washington March 6, by Dr. El- 
mer Hess, vice chairman of the 
American Medical Association’s 
Council on Medical Service and 
chairman of its Committee on Hos- 
pitals and the Practice of Medicine. 

Jealousy of some _ physicians, 
ambition of some hospital admin- 
istrators and the machinations of 
some politicians are contributory 
factors in many of the difficulties 
faced today, he declared. 

“Certain evils have grown up in 
our hospitals,” he said. “At first, 
many of us were glad not to no- 
tice these little evils . . . in hospi- 
tal arrangements until our toes 
were stepped on or at least until 
there became a threat that our toes 
would be stepped upon. Half- 
hearted attempts were made by 
certain groups who felt that they 
were being exploited to call atten- 
tion to practices which they felt 


were unethical at the hospital 


level or at the county level. 

“Many men have willingly ac- 
eepted and signed contracts with 
hospitals, and the latter must not 
always be blamed for some of the 
situations that individual physi- 
cians have readily accepted. Men 
perfectly satisfied with their own 
condition of servitude, shall I say, 
did not want to do anything locally 
to upset their own satisfactory 
conditions. There was a lot of talk, 
some of it heated, most of it in- 
effectual, and the continued devel- 
opment of unsatisfactory hospital- 
physician relations became more 
pronounced. 

He recommended that every 
county medical society have a 
committee on hospital relations 
that would serve as a tribunal for 
settlement of local controversies. 

“T am convinced,” said Dr. Hess, 
“that when a controversy arises 
then between the hospital and an 
individual, or when hospital fi- 
nances are in question, these men 
sitting down and hearing both 
sides will find a satisfactory solu- 


tion to our individual and collec- 
tive problems.” 


Federal Reorganization 


Reorganization Plan No. 17, one 
of 21 which President Truman sent 
to Congress on March 13 for study, 
provides that hospitals and other 
community facilities constructed 
under Title II of the 1940 Lanham 
Act shall be transferred to the 
Housing and Home Finance Agen- 
cy, with reference to their man- 
agement and disposal. They now 
come under the General Services 
Administration. 

The same plan also makes simi- 
lar transfer of responsibility for 
administering the Congressional 
act of October 13, 1949, authoriz- 
ing federal grants to the states to 
aid in advance planning of hospi- 
tals, water and sewer systems, 
schools and other public works. 

In recommending Congressional 
approval of the change, President 
Truman pointed out that 30 per 
cent of the wartime public works 
still under the control of the Gen- 
eral Services Administration are 
dependent upon war housing proj- 
ects managed by the Housing and 
Home Finance Agency. 


Veterans Cutback 


Approximately 7,800 positions 
in the Veterans Administration, 
nearly 4,900 of them in the medi- 
cal department, are to be abolished 
this month on orders of Adminis- 
trator Carl R. Gray Jr. Physicians, 
dentists, nurses, therapists and 
technicians, as well as non-profes- 
sional personnel, were among those 
who received 30-day notice slips 
last month. The retrenchment was 
ordered in spite of an outcry of 
opposition by members of Con- 
gress, veterans organizations and 
other groups. 

The cutback does not involve 
positions scheduled to be filled in 
the 25 new veterans hospitals 
which are finished or due to be 
completed before the end of this 
year. In the order of scheduled 
completion, these are at Iron 
Mountain, Mich., Brooklyn, Wil- 
mington, Del., Fort Wayne, Ind., 
Omaha, Manchester, N. H., Minot, 
N. D., Big Spring, Texas, Marlin, 
Texas, Saginaw, Mich., Altoona, 
Pa., Erie, Pa., Grand Island, Neb., 
Little Rock, Ark., Shreveport, La., 
Spokane, Wash., Poplar Bluff. Mo., 
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YOUR FUND-RAISING CAMPAIGN 


WILL BE AS GOOD AS THE 
DIRECTION ASSIGNED TO IT 


You know the man who will direct your cam- 
paign when you retain Hogan, Winters and Coy 
as professional counsel. You have his individual] 
record, campaign by campaign. You are invited 
to write to hospitals he has served in the past. 
You have the same information about those who 
will publicize your program and provide skilled 
management in the innumerable details of a well- 
conducted campaign. This is because Hogan, 


Winters and Coy is an organization of working 





principals and offers a personalized service. RAYMOND P. HOGAN 


IN THREE YEARS RAYMOND P. HOGAN HAS 
DIRECTED SEVEN CAPITAL FUNDS FOR 
HOSPITALS WITH THE FOLLOWING RESULTS: 


Combined objectives for seven hospital funds*. . . . . . . «~ $4,250,000 
Weperaemaee Pk lt tt lt tt tl Ue le a 
Percentage of combined goals raised . . . . . . . . . 4110.6 percent 


*References and details supplied on request. 


Inquiries are invited concerning campaigns to be under Mr. Hogan’s personal direction 
in the second half of 1950 and in 1951. Until then, our organization is fully occupied 
by current commitments, including three to hospitals seeking capital funds. Drawing to 
a close, as these lines appear, is our well-received $500,000 program at Wellsville, N. Y., 
for a new and modern Jones Memorial Hospital. 


Because so much of the success of your campaign will depend on the professional caliber 
of those who guide it, foresighted hospital officers and trustees will want to select counsel 
well in advance .. . while top talent is still available . . . and there is time to check on 
the individual competence of those who will be assigned to you. 


HOGAN, WINTERS and COY 
505 FIFTH AVENUE 

NEW. YORK 17, N. Y. 

VAnderbilt 6-0586 


Consultation on fund raising and public relations without obligation 
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Beckley, W. Va., Wilkes-Barre, 
Pa., Albany, N. Y., Clarksburg, W. 
Va., Oklahoma City, Denver, Bon- 
ham, Texas and Miles City Mont. 

A 300-bed domiciliary home at 
Bonham Texas also is scheduled 
for completion this year. 

Among recently introduced 
Congressional bills are H.R. 4706 
authorizing a 500-bed veterans 
hospital at El Paso, Texas, and 
H.R. 7308, directing the Veterans 
Administration to take over the 
Corpus Christi Naval Hospital in 
Texas. 


Security Blood Program 


The National Security Resources 
Board, whose responsibilities in- 
‘clude planning for civilian defense, 
has invited seven national organ- 
izations and goverment agencies to 
appoint representatives to serve on 
a committee to advise on formula- 
tion of a blood program. They are: 
American National Red _ Cross, 
American Association of Blood 
Banks, National Research Council, 
Department of Defense, Federal 
Security Agency, Atomic Energy 
Commission and Veterans Admin- 
istration. 

Dr. Norvin C. Kiefer, director of 
the board’s health resources divi- 
sion, will serve as chairman of the 
committee. 

In announcing the proposed for- 
mation of the advisory group, John 
Steelman, acting chairman of the 
board, gave recognition to the na- 
tional blood program sponsored by 
Red Cross but explained that a 
more comprehensive plan of ac- 
tion is required in order to pro- 
vide an adequate base for a war- 
time program. 

The committee will be asked to 
study potential blood require- 
ments of the armed services as 
well as the civilian population, 
stimulate research aimed at mak- 
ing possible the storage of whole 
blood for -longer periods, and re- 
view administrative and training 
problems. 


New Veterans Service 


A Field Operations Service has 
been established by the Veterans 
Administration to coordinate and 
centralize the activities of admin- 
istration hospitals throughout the 
nation. The new service, to be set 
up within the Department of Medi- 
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cine and Surgery, will be under 
the direction of Dr. Robert C. 
Cook. 

According to present plans, the 
Field Operations Service will be 
made up of three divisions—field 
liaison, hospital requirements and 
equipment, and hospital adminis- 
tration. 

Dr. Cook,. who has been dele- 
gated to have full authority over 
the operation of all administration 
hospitals, has been with the Vet- 
erans Administration since 1923. 
He has served as manager of sev- 
eral agency hospitals and in 1946 
became deputy chief medical di- 
rector of the administration under 
Dr. Paul H. Hawley. 


Health Official Retires 
Dr. A. William Reggio, chief of 


the Physical Medicine and Rehabil- . 


itation Branch, Division of Hospi- 
tals, Public Health Service, retired 
February 1 after reaching the serv- 
ice’s mandatory retirement age. 
Dr. Reggio, who has been with the 
Public Health Service since 1942, 
first was assigned to the Office of 
Civilian Defense as deputy chief of 
the Emergency Medical Service in 
Massachusetts. 





LETTER OF THANKS 


Hospital administrators, nurs- 
es, physical therapists, medical 
social workers, physicians and 
their assistants who responded 
to the emergency during the 
1949 polio epidemic were 
thanked recently in an open let- 
ter from Basil O’Connor, presi- 
dent of the National Founda- 
tion for Infantile Paralysis. 
With 1949 showing the highest 
incidence of polio on record in 
the United States, Mr. O’Con- 
nor praised the unselfish care 
given by these professional per- 
sonnel. 

Mr. O’Connor went on to say, 
“T wish it were possible to thank 
personally the many thousands 
of individuals who gave so un- 
stintingly of their time and 
service. I am happy indeed 
through this open letter to those 
who served, to express the 
gratitude of the National Foun- 
dation for Infantile Paralysis, 
as well as my own personal ap- 
preciation, for their service to 
infantile paralysis patients.” 











Prior to his position in the } 
lic Health Service, Dr. Reggio was 
associated with the surgical de- 
partment of the Massachusetts 
General Hospital, Boston. 


Cancer grants 


Voluntary and teaching hospitals 
throughout the country are among 
recipients of more than $2,000,000 
in cancer grants for research, con- 
struction, control and curricular 
support, which were announced in 
March by the Public Health Serv- 
ice. 

The Children’s Medical Center 
and Beth Israel Hospital, both in 
Boston, received $100,000 and 
$50,000, respectively, for labora- 
tory expansion. 

Beneficiaries of research grants 
included: Los Angeles County 
Hospital, $12,500; Mount Zion 
Hospital, San Francisco, $5,500; 
Children’s Medical Center, Boston, 
$30,000; Massachusetts General 
Hospital, Boston, $11,448; New 
England Deaconess Hospital, Bos- 
ton, $8,343; Mary Imogene Bassett 
Hospital, Cooperstown, N. Y., $4,- 
903; Harlem Hospital, Memorial 
Hospital and St. Vincent’s Hospi- 
tal, all in New York City, $20,000, 
$54,537 (5 projects) and $6,000, 
respectively; Pennsylvania Hospi- 
tal, Philadelphia, $14,245. 

Among grants for cancer control 
projects were $10,000 to Los Ang- 
eles County Hospital, $11,934 to 
New York Memorial Hospital and 
$3,240 to New York University- 
Bellevue Medical Center, New 
York City. 

Awards totaling $522,181 were 
made for support of cancer teach- 
ing if 20 medical and 13 dental 
schools, with anticipated benefits 
of medical and nursing training to 
these institutions and their affili- 
ated hospitals. 


Liquidation of Surplus 


As of December 31, the War As- 
sets Administration was officially 
abolished and all remaining func- 
tions were transferred to a liquid- 
ation unit in the General Services 
Administration. Since the War As- 
sets Administration was created in 
1946, nearly $27,000,000,000 of sur- 
plus real and personal property has 
been disposed of. This includes hos- 
pital equipment and even some 
hospitals themselves. 
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The Worlds (4 
Finest | Surgeons Blade 


This is the A.S.R. Surgeon’s Blade with the ultra-keen ‘Command Edge.’ 
It represents the highest achievement of fifty years of precision craftsmanship . . . 
a blade so true, so precise, so perfectly balanced that it literally becomes a part of the 
surgeon’s hand. Many leading surgeons report that the keen, durable 
A.S.R. Surgeon’s Blade withstands incisions normally requiring three or four blades... 
saving many precious minutes of operating time. 


1. A.S.R. Surgeon's Blades get double 2. ...and are then hermetically sealed 
protection against moisture. They in aluminum foil. Can be stored 
are first wrapped in heavy wax paper for years and still retain matchless 
uniformity and keenness. 


A.S.R. Sei -inan , A.S.R. 
Double Edge Razor Blades S.A Ms Sanitary Utility Protector 


(for hospital use) Has 8 practical uses, among them: 


Same superior steel—same ¢ Bedpan Cover 


technical excellence as A.S.R. ¢ Treatment Tray Cover 
Surgeon’s Blades. 


Fit any standard double edge : Usiaas er 
razor... Convenient packs of 100. * Bedside Nursing Bag 
* Douche Tray Cover 
¢ Glove Case for 
Autoclaving 


SURGEON’S BLADES with the ‘Command Edge’ 


fit all A.S.R. and all standard surgical blade handles 
PRECISION sky PRODUCTS 


A.S.R. HOSPITAL DIVISION, AMERICAN SAFETY RAZOR CORPORATION, BROOKLYN 1, NEW YORK 
APRIL 1950, VOL. 24 13] 
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Blue Cross-Blue Shield Conference 


Approximately 500 delegates 
from 90 Blue Cross plans and 79 
Blue Shield plans in the United 
States and Canada attended the an- 
nual joint conference at Montreal, 
February 27 through March -1. 
Theme of the meeting was the 
planning of 1950 activities to ex- 
tend the scope of services and bene- 
fits to the public. 

The conference opened with a 
joint session of Blue Cross and 
Blue Shield directors and trus- 
tees. Dr. Paul R. Hawley, formerly 
chief executive officer of the two 
commissions, presented a critical 
analysis of the plans as they are 
today and as they develop in the 
future. Following this session, the 
groups met separately to consider 
their special problems. 

The Blue Cross meeting was de- 
voted to the problems of creating 
more uniformity and coordinated 
effort among the 90 plans and the 
United States and Canada. Topics 
of discussion at several other ses- 
sions were a report of the Inter- 
plan Service Benefit Bank and a 
report of the Interplan Transfer 
Committee. 

On the second day of the con- 
ference, Blue Cross plan directors 
met in a business session to dis- 
cuss a revision of standards of ap- 
proval. Immediately following this 
session, Paul Jones, public educa- 
tion director of the National Safety 
Council of Chicago, spoke at a joint 
luncheon session of the Blue Cross 
and Blue Shield plan directors. Mr. 
Jones emphasized better public re- 
lations toward the hospital patient. 

A report on the National Action 
Program of Blue Cross Plans was 
presented by Richard M. Jones, di- 
rector of the Blue Cross Commis- 
sion, Chicago. Abraham Oseroff, 
vice president of the Hospital 
Service Association of Pittsburgh, 
and E. A. van Steenwyk, director 
of the Philadelphia plan, reported 
on their recent successful nego- 
tiations with the steel companies. 
At the same meeting it was also 
revealed that Health Service, In- 
corporated, the insurance company 
which the Blue Cross plans had 
organized to meet the demand of 
national accounts for uniform 
benefits, now is ready for active 
development. 

At a meeting of the Blue Cross 
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Commission immediately follow- 
ing the annual conference, William 
S. McNary, executive vice presi- 
dent of the Michigan Hospital 
Service at Detroit, was elected 
chairman of the commission. Louis 
H. Pink, president of the Asso- 
ciated Hospital Service of New 
York was re-elected vice chair- 
man of the commission. Mr. Ose- 
roff was re-elected commission 
treasurer. 

Named as delegates to the Ameri- 
can Hospital Association were 
Ralph Walker of the Los Angeles 
plan and Ed Groner of the New 
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AVERAGE LENGTH OF STAY 
REPORTED TO THE BLUE CROSS COMMISSION 


ADMISSION-STAY 


The average inpatient rate for Blue 
Cross plan patients was 119 per thou- 
sand in January, a 13.3 per cent rise 
over the December rate of 105 per 
thousand. The December figure had 
been the lowest reported by plans for 
the past two years. The January 1950 
rate was higher than for the same 
month in 1949 when 115 patients per 
thousand were hospitalized. 

The average length of stay for De- 
cember was 17.76 days, for an in- 
crease of .18 days over the November 
rate of 7.58 days. This is .09 of a day 
less than the average length of stay 
of 7.67 days for December 1948. 





Orleans plan. Mr. Groner is filling 
Mr. McNary’s unexpired term as 
delegate. The alternate is Donald 
Lau of the Arizona plan. 


Steelworkers’ Contracts 


As a result of the insurance 
benefits agreement between sey- 
eral Pennsylvania steel companies 
and the United Steelworkers of 
America, contracts have been 
signed providing Blue Cross hos- 
pitalization protection for approx- 
imately 900,000 persons. Abraham 
Oseroff, vice president and secre- 
tary of the Hospital Service Asso- 
ciation of Pittsburgh, negotiated 
the contracts with the United 
States Steel Corporation, Jones 
and Laughlin Steel Corporation, 
Sharon Steel Corporation and sev- 
eral other small steel firms. The 
Hospital Association of Lehigh 
Valley negotiated the contract 
with the Bethlehem Steel Corpora- 
tion. 

The hospitalization program of- 
fers nationwide coverage for em- 
ployees of these corporations 
through a Blue Cross syndicate ar- 
rangement linking the Blue Cross 
headquarters in Pittsburgh with 
37 other Blue Cross offices in other 
parts of the country where the 
steel companies have plants or 
offices. 

The Jones and Laughlin contract 
provides 70 days of prepaid hos- 
pital service for hourly employees 
only, but offers them an oppor- 
tunity to obtain coverage of their 
dependents. The other steel com- 
panies offer 70 days of coverage 
for “employees and spouse and for 
unmarried children from birth un- 
til they attain 19 years of age.” 

The cost of Blue Cross protec- 
tion is shared by the, employees 
and the companies. 


Health Service Meeting 


The first meeting of the board 
of directors of Health Service, In- 
corporated, was held in Chicago 
late in February to name the offi- 
cers of the organization. The new 
officers elected are: 

President, Dr. Paul R. Hawley, 


director of the American College 


of Surgeons, Chicago; vice presi- 
dent, George A. Newbury, presi- 
dent of the Hospital Service Cor- 
poration of Western New York, 
Buffalo; treasurer, Abraham Ose- 
roff, executive vice president of the 
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Divine Providence Hospital, in Williamsport, Pennsylvania, which will open its doors in 1950. 


Two Successful Lawson Campaigns Raised $1,390,000 For This New Hospital 


When Divine Providence Hospital, in Williamsport, Pennsylvania, first was planned, it 
— was visualized as a 100-bed, $1,200,000 project. The public was asked to contribute $700,000. 
tions 


ite ar- A LAWSON-directed campaign in 1945-46 raised more than $751,000 in cash 


Cross 
with and pledges. 


other 
‘e the 


ele Construction was delayed by adverse building conditions, and plans were revised to meet 


the urgent hospital needs of the community. The new hospital, with more than 200 beds, would 


<— cost $3,000,000, and the public was asked to add $600,000 to its earlier contributions. 
os- 

loyees 

yppor- Again, LAWSON ASSOCIATES directed this $600,000 “Open the Doors” cam- 


pic paign, which went over the top February 4, 1950, with subscriptions of more 


erage than $645,000. 
nd for . 
Two successful campaigns for the same new hospital within five years stand as an acid 


test of the integrity and sound methods of B. H. LAWSON ASSOCIATES. 
loyees 


LAWSON ASSOCIATES campaigns are based upon (1) careful and conservative surveys; 
(2) expert professional direction; (3) thorough coverage of all avenues of giving. 


— The LAWSON ASSOCIATES methods which produced these and other successful hospital 
nicago campaigns, are described in our brochure, ‘Fund Raising.” 
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Hospital Service Association of 
Pittsburgh; secretary, Richard M. 
Jones, secretary and director of 
the Blue Cross Commission at Chi- 
cago. Antone G. Singsen, assistant 


director of the commission was’ 


named assistant secretary and as- 
sistant treasurer. 

Organized under the laws of Illi- 
nois to supplement benefits pro- 
vided by individual Blue Cross 
plans, Health Service, Incorpo- 
rated, was formed to meet the de- 
mand of firms operating in the 
area of more than one Blue Cross 
" plan for uniform benefits for em- 
ployees and dependents, uniform 
enrollment and administrative reg- 
ulations and a central agency to 
arrange uniformity of coverage. 

Employees of such firms will re- 
ceive benefits which cannot be sup- 
plied by the plan in their area and 
will get protection if there is not 
a Blue Cross plan in their area. 
Each Blue Cross plan will continue 
to administer its own local busi- 
ness but will be strengthened by 
the nationwide corporation. 

Health Service, Incorporated, 
was granted its certificate of au- 
thority by the Illinois Department 
of Insurance on November 17, 
1949, with $200,000 capital and a 
paid-in surplus of $282,000. The 
main offices will be in Chicago. 


Membership Report 


The total net gain in Blue Cross 
plan enrollment for 1949 was 3,- 
144,356 members, according to an 
annual report released by the Blue 
Cross Commission. Total plan 
membership is 35,918,705. At the 
end of last year, 23 per cent of 
the population in the United States 
and 20 per cent of the population 
of Canada were enrolled. 

The New York City plan showed 
the greatest gain in membership 
last year with a growth of 529,590 
members. Chicago was second with 
a growth of 164,578 new members 
and the Detroit plan was third with 
a gain of 154,626 members. 

In Canada, 38 per cent of the 
population of Manitoba was en- 
rolled in Blue Cross on December 
31, 1949. In Ontario, 33 per cent 
of the population was enrolled. The 
plan at Moncton, N. B., serving the 
Maritimes, had 24 per cent of the 
combined population of this area 
enrolled. 

In the United States, Rhode Is- 
land led in total membership with 
three out of every four persons in 
the state enrolled by the end of 
1949. Delaware had enrolled 55 per 
cent of its population and the Dis- 
trict of Columbia, 51 per cent. 


134 





-- EDUCATION - - 


—— 





Study for Preceptors 


As a result of the workshop for 
preceptors conducted at Minneap- 
olis last December, the American 
College of Hospital Administrators 
is sponsoring a two-day training 
program to meet the needs of pre- 
ceptors of students of hospital ad- 


ministration. To be given April ° 


28-29 at Chicago, just prior to the 
Tri-State Hospital Assembly, the 
course will function as a pilot 
study to determine the effective- 
ness of a long-range program of 
this type. 

A representative group of ad- 
ministrators who are handling ad- 
ministrative residents has been 
chosen to attend this course. If it 
proves successful, plans will be 
made to hold regional training 
programs throughout the year. 

The pilot program will consist 
of five lectures, two seminars and 
two discussion groups. The five 
lectures will include: An introduc- 
tion to preceptor training; qualifi- 
cations for the preceptor; avail- 
able aids to the administrator in 
directing the residency; the con- 
tent of the administrative —resi- 
dency and methods for putting it 
across to the resident, and total 
teaching resources available to the 
hospital. 

The two seminars will be based 
on the lectures, with emphasis on 
the proper method of teaching. 


“Several demonstrations will be 


given on teaching techniques. 

Some of the faculty members 
include: Dr. Malcolm T. Mac- 
Eachern, director emeritus of the 
American College of Surgeons, 
Chicago; Dr. Harvey Agnew, hos- 
pital consultant, Toronto; Dr. 
Frank Bradley, director of Barnes 
Hospital, St. Louis; Ray Brown, 
superintendent of the University 
of Chicago Clinics; James A. Ham- 
ilton, professor of hospital admin- 
istration, University of Minnesota, 
Minneapolis; Dr. E. Dwight Bar- 
nett, director of Harper Hospital, 
Detroit; Dean Conley, executive 
secretary of the American College 
of Hospital Administrators, Chi- 
cago, and Mary A. Johnson, co- 
ordinator of graduate education 
for the college. 


Army Training Course 


A six-week training course to 
provide personnel for the expan- 


sion of the new management pro- 
gram of the Army Medical Depart- 
ment was begun March 6 at the 
Valley Forge General Hospital, 
Phoenixville, Pa. About 35 officers 
enrolled for the. course. 

According to Maj. Gen. R. W. 
Bliss, Army Surgeon General, 
“Officers trained at this course will 
provide an essential link in the 
rapid expansion of this program. 
They should make possible an 
early realization of economies and 
increased efficiency.” Upon com- 
pletion of their training, officers 
will continue the expansion of the 
program into Army general hos- 
pitals, station hospitals and other 
medical activities. 

Major topics in the course in- 
clude the background of scientific 
management in industry and gov- 
ernment; the theory and prin- 
ciples of organization; program and 
budget planning; procedures and 
cost control; use and control of 
equipment, space and manpower; 
and human relations. 

Instructors for the course in- 
clude industrial and civic leaders 
in addition to specialists from gov- 
ernment bureaus. 


Dean Conley Honored 


Dean Conley, executive secre- 
tary of the American College of 
Hospital Administrators, recently 
was awarded an honorary mem- 
bership in Alpha Delta Mu, a pro- 
fessional fraternity in hospital.ad- 
ministration at Northwestern Uni- 
versity. The award was conferred 
in recognition of Mr. Conley’s out- 
standing contributions to the pro- 
fession of hospital administration 
and the students of the program 
at Northwestern University. Mr. 
Conley is the fourth person to be- 
come an honorary member. 

Mr. Conley is a member of the 
advisory council for the North- 
western program. 


Architecture Contest 


A contest for the best design of 
a children’s tuberculosis sanator- 
ium has been announced by the 
Beaux-Arts Institute of Design at 
New York City. The contest, to be 
held with the cooperation of the 
Tile Council of America, is open 
to all architectural students in the 
United States. ; 

Judging of the competition will 
take place in June 1950. 
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Protestant Hospital Groups Convene 


Eight denominational hospital 
groups of the Protestant church 
met with the national organiza- 
tion, the American Protestant Hos- 
pital Association, for a three-day 
convention March 1-3 at Chicago. 
The individual groups met March 
1 and 2 and then united with the 
American Protestant Hospital As- 
sociation for an all-day session on 
Friday, March 3. Most of the 
groups arranged tours to various 
Chicago hospitals on the first day 
of the convention. 

The discussion and business ses- 
sions of the combined organiza- 
tions opened Friday morning with 
a review of the theological and 
psychological aspects of chaplains’ 
work. Dr. Karl P. Meister, execu- 
tive secretary of the Board of Hos- 
pitals and Homes of the Methodist 
Church, recounted his experience 
of his recent trip abroad with a 
discussion of the welfare trends 
in Europe. Dr. Edward J. Stie- 
glitz, chief surgeon at the Subur- 
ban Hospital, Bethesda, Md., spoke 
on the problem of caring for the 
aged. 

The afternoon joint sessions 
were devoted to actual hospital 
problems, such as rising costs, and 
the possibility of government con- 
trol. 

The American Protestant Hos- 
pital Association represents 86 per 


MR. LYONS, president-elect 


cent of all Protestant hospitals in 
the country and is made up of rep- 
resentatives of eight major Prot- 
estant denominations. The 1,000 
convention delegates from 515 hos- 
pitals unanimously passed a reso- 
lution against any system of gov- 
ernment sponsored compulsory 
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health insurance. The resolution 
said, in opposing government 
health insurance, that in countries 
where such practices had occurred 
the results had been “uncontrolla- 
ble demands upon hospitals, doc- 
tors and other health resources 
without the possibility of reason- 
able check and with excessive cost 
to the people.” 

Dr. Malcolm T. MacEachern, di- 
rector emeritus of the American 
College of Surgeons, was installed 
as president of the American Prot- 
estant Hospital Association. New 
officers elected are: 

President-elect, Leo M. Lyons, 
administrator of St. Luke’s Hospi- 
tal, Chicago; first vice president, 
John G. Dudley, administrator of 
Memorial Hospital, Houston; sec- 
ond vice president; Lee S. Lanpher, 
administrator of Lutheran Hospi- 
tal, Cleveland. 


Re-elected as executive director 
of the organization was Albert G. 
Hahn, administrator of Protestant 
Deaconess Hospital, Evansville, 
Ind. Ritz E. Heerman, administra- 
tor of California Hospital at Los 
Angeles, was re-elected treasurer. 

Methodist activities: Approxi- 
mately 500 persons attended the 
meeting of the National Associa- 
tion of Methodist Hospitals and 
Homes, one of the largest of the 
sectional meetings during the Prot- 
estant convention. One of the out- 
standing features of the meeting 
was the annual presentation of the 
citations to persons named to mem- 
berships in the Methodist Hall of 
Fame in Philanthropy for contri- 
butions to hospitals and homes. 
Those honored this year are: A. 
H. Blank, benefactor of the Iowa 
Methodist Hospital and the Ray- 
mond Blank Memorial Hospital for 
Children at Des Moines; Franklin 
N. Kornhaus, member of the board 
of the Children’s Home at Oak- 
land, Calif.; Judge Alfred K. Nip- 
pert, of Cincinnati, president of the 
Elizabeth Gamble Deaconess Home 
Association and Christ Hospital 
and a board member of Bethesda 
Hospital and Deaconess Associa- 
tion. 

President of the Methodist asso- 
ciation is Mrs. Josie M. Roberts, 
administrator of the Methodist 
Hospital, Houston. Other officers 
named are: 


President-elect, Neal D. Ireland, 
superintendent of the Claremont 
and Pacific Homes for the Aged, 
Los Angeles; first vice president, 
Rev. Harold R. Barnes, superin- 
tendent of Fred Finch Home, Oak- 
land, Calif.; second vice president, 
J. Milo Anderson, superintendent 
of the Methodist Hospital, Gary, 
Ind.; third. vice president, Rev. L. 
S. Moore, Haven Church, Philadel- 
phia; fourth vice president, Rev. 
Dallas L. Browning, North Church, 
Indianapolis; secretary, Margaret 
M. Brooks, superintendent of Lake 
Bluff (Ill.) Orphanage; treasurer, 
Margarett V. Stafford, head of the 
Methodist Deaconess Home, Mil- 
waukee. 


Texas 


The Texas Hospital Association 
conducted its twenty-first annual 
convention at Galveston, March 
7-9. More than 1,000 hospital ad- 


MRS. GILBERT, president-elect 


ministrators, nurse anesthetists, 
medical record librarians and mem- 
bers of women’s hospital aux- 
iliaries attended the three-day 
session. 

Among the main topics of dis- 
cussion were voluntary health in- 
surance, national health legisla- 
tion, hospitals’ affiliations and hos- 
pital public relations. Some of the 
speakers included: Dr. Paul ‘R. 
Hawley, formerly chief executive 
officer of the Blue Cross and Blue 
Shield Commissions and now di- 
rector of the American College of 
Surgeons; George Bugbee, exec- 
utive director of the American 
Hospital Association, and Frank J. 
Walter, administrator of the Good 
Samaritan Hospital in Portland, 
Ore., and president-elect of the 
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Another Hospital Success 











LeBonheur Children's Hospital, Memphis, Tennessee—A new Hospital Project to cost $1,870,000.00 


Concerning the service rendered by this firm in the final public phase of the campaign to complete the funds, the fol- 


lowing comments were made in letters received from outstanding citizens of Memphis and leaders in the campaign: 


"Your professional counsel played a vital and major part in this suc- 
cess, | want to thank you for the interest you took in our campaign, 
and for sending us such able directors. . .. If ever the opportunity 
presents itself you can be sure | will recommend your firm." 


(signed) MRS. C. W. RABB 
Campaign Chairman 


"No doubt you have heard of the huge success of the Drive. This 
was due in no small measure to the efficient, enthusiastic, intelligent 
manner in which your representatives carried on. It was a genuine 
pleasure to work with them." 


(signed) ALLEN MORGAN 


General Chairman 


"Your organization was most efficient, cooperative, and enthusiastic, 
and | could positively state that if it had not been for your or- 


ganization, this drive would not have been the success that it has 


been." 
(signed) BROWN BURCH 


"Heartiest congratulations for the very successful campaign which 
your organization managed for LeBonheur Children's Hospital here 

. . this campaign not only was finished well in advance of the date 
set but was conducted most economically and efficiently." 


(signed) WALTER CHANDLER 


"You may be sure that | shall never miss an opportunity to speak 
a good word in behalf of Ward, Wells & Dreshman, not only be- 
cause of the excellent, efficient and satisfactory manner in which it 
conducts campaigns, but also because of the affection and high 
regard | personally have for Mr. Herman Reinhardt." 


(signed) NORFLEET TURNER 


OVER 40 YEARS OF EXPERIENCE lies back of every fund-raising effort directed by Ward, Wells & Dreshman. Hun- 


dreds of commendations by grateful hospital clients bear testimony to the quality of service rendered by this firm. 


This service is inspirational as well as efficient, reasonable in cost—creating lasting good will. 


Counsel without obligation is readily given to hospitals planning expansion, modernization, or new construction. 


: BUREAU OF HOSPITAL FINANCE 
WARD,WELLS & DRESHMAN 


y UD) dees G74\5 18)) By DY Gee 


30 ROCKEFELLER PLAZA: NEW YORK 20. NY. 


Charter member, American Association of Fund-Raising Counsel 
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American College of Hospital Ad- 
ministrators. 

Roy Wilmesmeier, administrator 
of the Southern Pacific Hospital, 
Houston, was installed as presi- 
dent of the association during the 
banquet, which officially closed 
the convention. 

New officers elected were: Presi- 
dent-elect, Mrs. Ruby B. Gilbert, 
administrator of King’s Daughters 
Hospital, Temple; vice president, 
J. Richard Gates, administrator of 
the Ragland Clinic-Hospital, Gil- 
mer, treasurer (re-elected) C. H. 
McCrary, Medical and Surgical 
Clinic-Hospital, Tyler. 


Alabama 


New officers were elected at the 
annual meeting of the Alabama 
Hospital Association at Montgom- 
ery, February 24-25. Those elected 
are: 

President, D. O. McClusky Jr., 
superintendent of the Druid City 
Hospital, Tuscaloosa; first vice 
president, Gertrude Pratt, admin- 
istrator of Huntsville Hospital; 
second vice president, J. H. Hargon 
of Birmingham; secretary, Clyde 
L. Sibley, superintendent of Bap- 
tist Hospital-West End, Birming- 
ham; treasurer, E. E. Cavaleri Jr., 
executive secretary of the Crippled 
Children’s Clinic at Birmingham. 

Mr. Sibley was named delegate 
to the American Hospital Associa- 
tion. His alternate is Jewell .W. 
Thrasher, R.N., superintendent of 
the Frasier-Ellis Hospital at Do- 
tham. 

Dr. Charles T. Dolezal, secre- 
tary of the Council on Professional 
Practice of the American Hospital 
Association, was a speaker. 


Arizona 


Officers were elected at the an- 
nual convention of the Arizona 
Hospital Association, February 17, 
at Phoenix. Those named were: 

President, Dr: Charles W. Se- 
christ, superintendent of Flagstaff 
Hospital; vice president, C. H. Lin- 
ville, superintendent of Yuma Gen- 
eral Hospital; secretary-treasurer, 
Guy M. Hanner, administrator of 
Good Samaritan Hospital, Phoenix. 

Mr. Hanner was named delegate 
to the American Hospital Associa- 
tion. His alternate is Lloyd French, 
superintendent of the Southside 
District Hospital at Mesa. 

At the meeting, the Arizona As- 
sociation of Medical Record Li- 
brarians voted to become a per- 
manent part of the hospital asso- 
ciation, with the annual meetings 
to be held jointly. 
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New York Affiliation 


Vassar Brothers Hospital at 
Poughkeepsie, N. Y., has become 
the tenth affiliated member of the 
New York University-Bellevue 
Medical Center Regional Hospital 
plan. The center’s regional plan 
provides for expanded training op- 
portunities for the medical staffs 
of hospitals within a 100-mile ra- 
dius of New York City. 

Under the system, practicing 
physicians in nonteaching hospi- 
tals have the advantage of working 
with a university medical center. 
Faculty members from the New 
York University-Bellevue Medical 
Center travel to the affiliated hos- 
pitals to participate in clinical con- 
ferences, seminars, ward rounds 
and many other forms of teaching 
services. 

Interns from the various hospi- 
tals are given the opportunity to 
take some residency training at 
the medical center. If they take 
a full year of resident training, 
they are required to return to their 
hospital for at least one year fol- 
lowing completion of the course. 

At Vassar Brothers Hospital, as 
in all affiliated hospitals, a-coordi- 
nator will be appointed to super- 
vise the training program. 

With the support of the W. K. 
Kellogg Foundation, the medical 
center now is serving hospitals in 
Connecticut, New Jersey, New 
York and Pennsylvania. 


Low Death Rate 


Figures released by the Federal 
Security Agency show: that the 
death rate for the United States 
in 1948 was the lowest in the his- 
tory of the country. The crude 
death rate for 1948 was 9.9 per 
1,000 population. This figure is 2 
per cent below the rate of 10.1 in 
1947 and 1 per cent lower than the 
1946 rate. 

The leading causes of death did 
not change. Sixty-three out of 
every 100 deaths were due to the 
major chronic diseases associated 
with old age. Deaths from heart 
disease and malignancies showed 
a small increase from 1947 to 1948. 
Deaths from nephritis and intra- 
cranial lesions of vascular origin 
showed a small decline. 

The major infectious diseases 
caused fewer deaths in 1948, thus 
continuing their long-time de- 





clines. A 10 per cent.decline from 
the 1947 rate brought the death 
rate from tuberculosis for 1948 
down to 30 per 100,000. The mor- 
tality rate for pneumonia and in- 
fluenza was down to 38.7 in 1948, 

Mortality from two of the com- 
municable diseases of childhood 
increased sharply from 1947. The 
number of deaths from poliomye- 
litis and acute polioencephalitis 
increased from 580 in 1947 to 1,895 
in 1948. This brought the death 
rate from these causes up to the 
1946 level of 1.3 deaths per 100,000. 


State Accounting Program 


A statewide standardized ac- 
counting program, based on the 
American Hospital Association’s 
new accounting manual, has been 
inaugurated by the Massachusetts 
Hospital Association. Stuart W. 
Knox, an accountant for civilian 
and Army hospitals for the past 
several years, has been appointed 
as fulltime accounting specialist 
for the association. Since the pro- 
gram went into effect the latter 
part of January, Mr. Knox has 
been traveling throughout the 
state, visiting hospitals and telling 
them of the manual and its appli- 
cation. 

Mr. Knox is working under the 
sponsorship of the Massachusetts 
Hospital Association’s Council on 
Administrative Practice. Dr. T. 
Stewart Hamilton, director of the 
Newton-Wellesley Hospital, New- 
ton Lower Falls, is chairman of 
the council. 


National Hearing Week 


To educate the public to the 
problems and needs of the hard of 


_ hearing, the American Hearing So- 


ciety will sponsor a National Hear- 
ing Week, May 7-13. During the 
week’s intensive campaign, atten- 
tion will be focused on the prob- 
lems of the 15,000,000 people in 
this country who have some degree 
of hearing loss. 

The American Hearing Society, 
with its 119 local chapters, pro- 
vides the following services: Au- 
diometer tests, lip reading 1n- 
struction, speech correction, voice 
improvement, auditory training, 
hearing aid consultation, courses 
for parents of hard of hearing chil- 
dren and instruction of pre-school 
children with a hearing loss. Rec- 
reation activities also are offered 


HOSPITALS 








eni 


T 


APRIL | 





ac- 
the 
ion’s 
been 
setts 
W. 
ilian 
past 
inted 
lalist 
pro- 
atter 
has 
the 
ling 
ppli- 


r the 
setts 
il on 
ps SE 
f the 
New- 
in of 


» the 
rd of 
g So- 
jear- 
g the 
itten- 
prob- 
le in 
egree 


ciety, 

pro- 

Au- 
g in- 
voice 
ining, 
yurses 
-chil- 
chool 

Rec- 
ffered 


\TALS 





7 OUTSTANDING NEW FEATURES 


. PENDULUM CHANGING OF CASSETTE WITH 
A NEW CASSETTE SHIFTING DEVICE 


- PROVISIONS FOR PHOTO.-TIMING RECEIVER 


- DOUBLE COLUMNS PERMIT USE OF STRETCHER UP 
TO AND UNDER THE EXPOSED CASSETTE AREA 


. CASSETTE HOLDER ACCOMMODATES ALL CASSETTES 
BOTH LENGTHWISE AND TRANSVERSELY 


. BUCKY DIAPHRAGM HINGE ARRANGED FOR 
BUCKY EXPOSURES OR NON-BUCKY EXPOSURES 


ACCOMMODATES WIDE RANGE OF PATIENT 
HEIGHTS—MINIMUM 43 INCHES, MAXIMUM 
70 INCHES ABOVE THE FLOOR 


- NO INTERCANGE PROBLEM SWINGING BUCKY 
DIAPHRAGM IN AND OUT OF FIELD. NO LIFTING 
OR CARRYING OF BUCKY DIAPHRAGM 


Pendulum Cassette Changer with bucky 


diaphragm ready for operation. 


® Only the new “Type R” 
Cassette Changer incorporates 
these outstanding features. 
You’ll find this new Keleket 
Changer provides greater ri- 
gidity, a wider range of flexi- 
bility and smoother operation. 


The exclusive design of this 
new Pendulum Changer af- 
fords complete comfort to the 
patient in stereo-roentgenog- 
raphy. Push-button control 
permits this changer to swing 
smoothly, rapidly and with a 
minimum of vibration, short- 
ening the patient’s period of 


immobility. Loading Cassettes 
from the front of the Changer 
is easily accomplished with a 
new, convenient arrangement. 
There is new ease in patient 
positioning — the lung apices 
are close to the film, decreas- 
ing magnification, and are well 
down on the film, a greater ad- 
vantage in chest radiography. 


Improved bucky facilities 
permit full coverage of all 
technics requiring vertical 
bucky films. In addition, many 
other advantages in bucky op- 
eration are offered. 


Write for full information. 


the KELLEY- KOETT 


2104 WEST FOURTH ST. 
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Manufacturing Co. 
COVINGTON, KY. 


@ View of Cassette Changer showing 
bucky diaphragm in unused position. 
Note how bucky diaphragm swings to 
rear of changer out of field of action. 
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as part of the rehabilitation pro- 
gram. 


Cancer Pamphlets 

As a part of its cancer education 
program, the National Cancer In- 
stitute of the Public Health Service 
has prepared a series of pamphlets 
emphasizing the danger signs of 
cancer and the necessity of prompt 
treatment. The first of the publi- 


cations is an illustrated folder ti- 


tled, “Cancer— What to Know, 
What to Do About It.” In it are de- 
scribed the cancer process, what is 
known about its cause, the ap- 
proved methods of treatment and 
the signs of possible early cancer. 

The other four pamphlets in the 
series of five were prepared in co- 
operation with the American Can- 
cer Society and deal with cancer in 
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Minimize Trauma, Pain and Leakage 


Conventional hypodermic needles are like miniature biopsy 
needles—they cut out tiny cylinders of tissue removing 
nerve elements. In tissue so traumatized, pain lingers and 
the medication may leak out along the path of the needle. 
The rapier-points and rounded edges of “Blue 
Label” Needles are designed to penetrate by parting 
rather than by painfully slicing tissue fibers. Rapier-points 
are stronger—stay sharp longer because they contain 
more metal than conventional needles. These 
hand-honed needles are subjected to painstaking control 
and inspection at every stage of manufacture to insure 
freedom from chips, burrs and abrasives. Thus, 
“Blue Label” Needles offer hospitals definite savings 
in time and money. Why not order a supply today from 
your nearest surgical supply dealer? J. Bishop & Co. 
Platinum Works, Medical Products Division, Malvern, 
Pa. In Canada: Johnson Matthey & Mallory Co., 
Ltd., 110 Industry Street, Mt. Dennis, Toronto 16. 


BISHOP 
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Made of 18-8, the safe stainless steel 


BeaviCct 10 


IN DUSTRY SN CE 18:42 











specific parts of the body. These 
booklets are written in clear and 
simple style but with scientific ac- 
curacy. 

All pamphlets in the series warn 
against “cure-all” remedies and 
stress the fact that the only meth- 
ods of cure known now are surgery, 
x-ray and radium. 





CURRENT LISTING 
OF NEW MEMBERS 








INSTITUTIONAL MEMBERS 


ALABAMA 
Mobile, Blessed Martin de Porres Hospital 
COLORADO 
Rocky Ford, Physicians Hospital 
FLORIDA 


Avon Park, Walker Memorial Sanitarium 


and Hospital ‘ ; 
Belle Glade, Belle Glade Memorial Hospital 
Ne Funiak Springs, Walton County 
Hospital : 
Leesburg, Theresa Holland _ Hospital 
Miami, Variety Children’s Hospital 
KANSAS 
Coffeyville, Coffeyville Memorial Hospital 
KENTUCKY 
Pewee Valley, Pewee Valley Sanitarium 


and Hospital ; 
West aperty, West Liberty Hospital, Inc. 





LOUISIANA 

Donaldsonville, Martin’s Sanitarium 
MICHIGAN 

Detroit, Price, Waterhouse & Co. 
MINNESOTA 

Minneapolis, Mount Sinai Hospital 
MISSISSIPPI 

Cary, Pool’s Clinic Hospital 
MISSOURI 

Kansas City, Kansas City Tuberculosis 

Hospital 

NEBRASKA 

Omaha, Childrens Memorial Hospital 
NEW YORK 


Corinth, Corinth Hospital | 
University Heights Sanitarium, Inc., 


New York 
OHIO 


Cleveland, Mary B. Talbert Home & 
Hospital 
OKLAHOMA 
Anadarko, Anadarko Hospital ; 
Guthrie, Benedictine Heights Hospital 
Holdenville, St. Francis Hospital ai 
Pauls Valley, Lindsey-Johnson Hospita 
Shawnee, Baxter Hospital 
OREGON 
Portland, The Retreat Hospital 
PENNSYLVANIA ; 
Ephrata, Ephrata Community Hospital 
SOUTH CAROLINA ; 
Columbia, South Carolina State Hospital 
SOUTH DAKOTA 
Britton, Britton General Hospital 
TEXAS 


Dallas, Health Center, Southern Methodist 
University 5 
Galena Park, Deaton Hospital | " 
Gonzales, Gonzales Warm_ Springs Fou 
dation for Crippled Children, Inc. 
WASHINGTON 
Clarkston,» Asotin County Hospital Asso- 
ciation, Inc. 
WEST VIRGINIA 
Charleston, Memorial Hospital 
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ALWAYS... 


ALL-WAYS AT YOUR SERVICE 
The Weckma 


always, ALL-WAYS at 
service. 


EDWARD WECK & CO., INC. 


Manufacturers of Surgical Instruments 
SURGICAL INSTRUMENT REPAIRING * HOSPITAL SUPPLIES 
135 Johnson Street - Brooklyn 1, N.Y 
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Distribution of Approved Projects 


A study made by the Public 
Health Service of the distribution 
of approved general hospital proj- 
ects shows that during 1948 and 
1949 a large proportion of the ap- 
plications came from low priority 
areas. Although 58 per cent of the 
applications came from “A” prior- 


ity areas in 1948 and 43 per cent 
in 1949, there still were more than 
20 per cent of the applications from 
areas of “C’”’ or lower priority rat- 
ing in 1948. By 1949 these appli- 
cations had climbed to 30 per cent. 

Results of the study were pub- 
lished in a recent issue of Public 
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. Health Reports. The article, “Fac. 


tors Affecting Hospital Construc- 
tion in High Priority Areas,” was 
prepared by Louis S. Reed, Ph.D, 
Helen Hollingsworth and Anna 
Mae Baney, all of the Division of 
Hospital and Medical Resources, 


The two outstanding reasons 
cited for the failure of communities 
in “A” or “B” priority areas to 
have hospital projects scheduled 
or under way were (1) lack of fi- 
nancial ability to construct and 
maintain a hospital and (2) a lack 
of community interest and leader- 
ship. In both priority areas the per 
capita income is relatively low in 
comparison with the state average. 

The availability of hospital serv- 
ice in the same or a nearby com- 
munity led some communities to 
feel that there was no need for 
another facility. Legal difficulties 
accounted for some opposition. 


Hill-Burton Summary 


A total of 1,019 hospitals and 
health centers have been approved 
for construction by the Public 
Health Service during the past 25 
months. Of this total, 139 now are 
in operation, 523 are under con- 
struction and 357 have been ap- 
proved but still are in the plan- 
ning stage. 

More than a half billion dollars 
has been approved for this con- 
struction. Federal funds totaled 
$210,000,000, the balance coming 
from states, local communities and 
private organizations. ; 

Mississippi leads in total hospi- 
tal construction with nine com- 
pleted and 74 in the process of 
completion. Georgia has listed 66 
projects, and Texas and South 
Carolina each have 64. Projects 
are under way in every state and 
territory, with completed hospitals 
in operation in 39 states. 


Veterans’ Expansion 

Approximately 11,710 new hos- 
pital beds in 26 new veterans hos- 
pitals and six major additions are 
scheduled to be completed by the 
end of 1950. The administration’s 
present authorized capacity is 131}- 
000 beds. 

Since January 1, contracts for 
two more hospitals have been let. 
They are for a 400-bed hospital at 
West Haven, Conn., and a 350-bed 
addition to the hospital at Minne- 
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litis. Circulars on request. 
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apolis. Bids have been opened also 
for a 1,000-bed facility at Boston. 

Projects at Cincinnati, Salt Lake 
City and Jefferson Barracks, Mo., 
have been advertised for bids. 
During the remainder of 1950 the 
Veterans Administration plans to 
advertise bids for 13 more major 
hospital projects with a capacity 
of about 9,000 beds. 


Allotment Percentages 


Four states, Florida, Massachu- 
setts, Michigan and New Mexico, 
have adopted the sliding scale 
method determining the share of 
federal aid for hospital construc- 
tion within the state. When the 
amendment to the Hospital Survey 
and Construction Act was passed 
last October, each state was per- 
mitted to set the share of federal 
aid at a fixed percentage for all 
construction in the state or at a 
variable percentage, between fixed 
limits, with a maximum of 66.6. 

The variable percentages in ef- 
fect in the “four states are as fol- 


lows: Florida, 35 to 65 per cent; 
Massachusetts, 33.3 to 44 per cent; 
Michigan, 40 to 60 per cent, and 
New Mexico, 33.3 to 66.6 per cent. 

Connecticut, Montana, South 
Carolina, New Hampshire and the 
Virgin Islands have not yet de- 
cided on the method to be used. 

Of the 44 states that have adopt- 
ed the fixed rate, the average per- 
centage is 47 per cent. The per- 
centages in effect in these states 
are: 


Alabama 

Arizona 

Arkansas 

California 

Colorado 

Delaware 

Florida 

Georgia 

Idaho 

Illinois 

Indiana 

Iowa 

Kansas 

Kentucky 

Louisiana 

Maine ; 
Maryland 44. 
Massachusetts Variable 
Michigan Variable 


Minnesota 
Mississippi 
Missouri 
Nebraska 
Nevada 

New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Dakota 
Tennessee 
Texas 

Utah 

- Vermont- 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 
Alaska 

Dist. of Columbia 
Hawaii 
Puerto Rico 


Project Applications 


Following is a list of project con- 
struction applications approved by 
the Public Health Service under 
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Is this newborn infant’s name Ross or - 
Moss? Kane or Payne? Does he belong to a 
the Archibald Smiths or the Spencer Smiths? 
There is no doubt when Deknatel Name-on 
Beads are sealed on baby at birth. Deknatel, 
“the original’ Name-on Beads are color fast, 
indestructible, inexpensive. Not affected 
by washing or sterilizing. The neck- 
lace stays on until it’s cut off. 


J. A. Deknatel & Son : 
Queens Village 8, (L.1.), N.Y. A 
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the Hill-Burton Act. The list is 
divided by states and carries the 
following information in order: 
Name of institution, city, type of 
facility to be built, number of beds, 
type of ownership, estimated total 
cost and estimated federal share. 
This is a continuation of the list 
which appeared on page 133 of 
HosPITALS for January. 


ALABAMA 
University of Alabama Medical Center 
Dental Clinic; Birmingham; dental clinic; 
; state; $2,066,153; $150, 600 (1950 budg- 


e 

Lee County ee and Nurses’ ome: 
Opelika; general; county; $765,000; 
$250, 000 (1950 Galibet}: "$250,000 (1951 Can: 


ARIZONA 
St. Joseph’s Hospital; Phoenix; general; 
200; nonprofit; $3,463,500; $250,000 (1949 
budget) ; $250,000 (1950 budget) . 
ARKANSAS 


Cleveland County Hospital; Rison; gen- 





AVAILABLE 
ON THE FOLLOWING INSTRUMENTS 


Beckman’s Thyroid Retractor 
Jackson’s Goitre Retractor 
0’Sullivan-O0’Connor’s Abdominal 
Retractor 
O’Sullivan’s Abdominal Retractor 
Steven’s Eye Needle Holder 
Weitlaner’s Retractor 
Denhardt’s Mouth Gag 
Doyen’s Mouth Gag 
Fulton’s Mouth Gag 
Jennings’ Mouth Gag 
Wolf’s Mouth Gag with Tongue 
Depressor 
Boettcher’s Tonsil Haemostat 
Crume’s Tonsil Needle Holder 
Beach's Rectal Speculum 
Barr’s Rectal Speculum 
Dudley-Smith’s Rectal Speculum 
O’Sullivan-O’Connor’s Vaginal Speculum 
Gelpi’s Perineal Retractor 
Wesson’s Perineal Retractor 


EST i) 1848 


eI 


83 PULASKI 


a Oe ee ee a Oe Oe 
BROOKLYN 6, NEW YORK 


STREET 


The especially fine serrations of 
the LOKTITE Control—originated 
and perfected by Haslam —give | 
the surgeon maximum precision 
in controlling the degree of in- 
strument expansion. It locks se- 
curely and safely, yet releases in- 
stantly by slight pressure on the 
lever. “LOKTITE” is the mark of 
a dependable instrument. 


INC. 





eral and weir center; 18; county, $275,-. 
000; $62,000 (1949 budget). 


CALIFORNIA 


Maimonides Health Center for Chi boo 
Sick; San Francisco; chronic; non- 
profit; $146,000; $48,666 (1950 budget). 


CONNECTICUT 


Hartford Public Health Center; health 
center; city; $24,000; $8,000 (1949 
budget). 

Meriden Hospital; general; 116; non- 
profit; $1,260,000; $200,000 (1950 budget). 


DELAWARE 
Nanticoke Memorial Hospital; 
general; 30; nonprofit; $429,500; 
(1949 budget). 


GEORGIA 

Americus and Sumpter County Hospital; 
Americus; general; 100; county; $930,000; 
$310,000 (1950 budget). 

Early-Calhoun County Hospital; Arling- 
ton; general; 16; county; $165,000; $55,000 
(1949 budget). 

University Hospital of Augusta; general: 
10; city; $900,000; $300,000 (1950 budget). 

Barnesville-Lamar County Health Cen- 
ter; Barnesville; health center and mater- 
nity hospital; 10; city-county; $113,600; 
$378 866 (1950 budget). 

Taylor County Health Center; sae 
health center; ...... 5.3 County; $19,8 70; $6,- 
623 (1950 budget).’ 

Polk General Hospital; 
eral; 10; county; $45,000; $15,000 (1950 
budget). 

Raburn County General Hospital; Clay- 
ton; general; 16; county; $171,600; $56,000 
(1949 budget). 

Terrell County Hospital; Dawson; gen- 
eral; 27; county; $255,250; $85,083 (1949 
budget). ; 

Dawson County Public Health Center; 
Dawsonville; health center; : : 
$32,000; $19,200 (1950 budget). 

Habersham County Hospital; Demorest; 
general; 35; county; $450,000; $150,000 (1949 
budget). 

Coffee County Hospital; Douglas; gen- 
eral; 60; county; $750,000; $250,000 (1949 
budget). 

Harris County Health Center; Hamilton; 
health center; ; county; $22,200; $7,400 
(1950 budget). 

Lee M. . Memorial Hospital; 
Hiawassee; 12; county; $81,800; 
$27,266 (1949 budget). 

Wilkinson County Health Center; Irwin- 


; county; $37,230; 
$12,410 (1950 budget). 

Telfair County Hospital; McRae; gen- 
eral; 28; county; $315,000; $105,000 (1949 
budget a 

+ ae County Hospital; Monticello; ‘gen- 
eral; county; $180,000; $60,000 (1949 
rw Pg 

Atkinson County Health Center; Pear- 
son; health center; 3; county; $18,390; 
$61 130 (1950 budget). 

Bulloch County Health Center; States- 


; county; $48,060; 
$16, 020 (1950 budget). 

Chattooga County Hospital; Summer- 
ville; general; 32; county; $300,000; $100,000 
( 1949 budget). 

Emanuel County Hospital; Swainsboro; 
es. 50; county; $626,700; $208,900 (1950 
udget 

Screven County General Hospital; Syl- 
vania; general; 30; county; $324,000; $108,- 
333 (1949 budget Ds 

Thomas County Health Center; Thomas- 
ville; health center; : county; $151,250; 
$50, 416 (1950 budget). 

Oconee ewe A Health pe ane ve 
ville; health center; ; county; $36,000 
$12, 000 (1950 budget). 

Waynesboro-Burke County Hospital; 
Waynesboro; general; 33; county; $368,320; 
$122,773 (1949 budget). 


HAWAII 
Central at Pe gee i co peter. Wai- 
luku; genera’ y; $1,890,000; $100,- 
905 (1949 adiget) “$209, ‘308 (1956 budget) 
IDAHO 
Ashton Memorial Hospital; general; 15; 
nonprofit; $83,270; $27,756 (1949 budget). 
: 1OWA 
St. Luke’s Methodist Hos eo Cedar 
Rapids; general; 169; nonprofit; $2,291,783; 
+s ata 1950 budget) ; $400,000 (1951 { budg- 
et). 


Seaford; 
$47,469 


Cedartown; gen- 


ton; health center; 


boro; health center; 
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vou uE PRESCO 


A SOFT PLIABLE Bracelet 
Contains Patient’s Name 


(Permanently attached to patient's wrist) 


FOR BOTH INFANTS AND ADULTS... 


You Can Take the Word of This Nurse, WILMA NICKERSON, R. N., 
Delivery Room Supervisor, Saint Luke’s Hospital, Kansas City, Mo. 


Meets all 
Recommendations of 
American Hosp'ta’ 
Association 
Committee. 
































$47,469 
“We have found the new Presco Identifica- one side of the name tab, and the mother’s on 
tion Bracelet to be of real time saving value _ the other. Since the plastic holder for the tab 
lospital; to the nurses and the Bracelets have keep- __is waterproof, the tab cannot become altered 
$930,000; sake value. in the bath or other nursery procedure. 
Arling- : We attach the baby’s identification bracelet 
| $55,000 in ~~ ieee tee Krcgesnocme. Samer me'g in the Delivery Room quickly and easily and 
general: tation of the skin, the materials must not be !€4ve “oe ee gceag tn hospital —— 
¢ altered bysterilization methods,and the brace- an ved reas re e a. any Ss WE. A Ome 
mater- let must be easily assembled and attached. — a gece Sa 
$113,600; The plastic bracelet meets all these require- than any other bracelet we 
i ments. We type the baby’s name and sex on _have used.” 
n; gen- HOW uu WORKS EASY Positive IDENTIFICATION 
D (1950 Kit contains materials to ADULT use in Multiple-Bed Rooms, Surgical Cases, Pediatrics, 
I: Clay- make 144 bracelets. Ad- Blood, the Morgue, and many other applications. 
y ; 
$56,000 justable strips fit any size 
ns ene Miicccessun oles For ORDERS contact any one of these distributors: 
bracelet. includes pa- A. S. ALOE COMPANY @ MEINECKE & COMPANY, INC. For FREE samples, write 
-_— tients address (if de- 1831 Olive St., St. Louis 3, Mo. 225 Varick St., New York 14, N.Y. PRESCO COMPANY 
Ot ete cones | ~~ AMERICAN HOSPITAL SUPPLY CORP. * WILL ROSS, INC. ee 
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S; gen- 
0 (1949 
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$18.30; ? _ hip joints after fracture. 

States- o 

— Patient may sit on the chair and pedal the 
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1: Syl for heart cases. The little friction clamp at 
;” $108,- 

7 the top of the frame enables the operator 

omas- 
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ibechang! A County Memorial Hospital; 
Grundy Center; general; 32; county; $444,- 
619; $146,923 (1950 budget). 

Ottumwa General Hospital; general; 93; 
nonprofit; $1,567,324; $443,026 (1949 budget) ; 
$71,081 (1950 budget). 

Community Memorial Hospital; Sheldon; 
general; 24; nonprofit; $294,111; $96,618 
(1950 budget). 

Sioux Center Community Hospital; gen- 
eral; 27; nonprofit; $281,770; $92,323 (1950 
budget). 

Spencer Municipal Hospital; general; 47; 
elty: 3512; 852; $166,450 (1950 budget). 

Virginia Gay Hospital; Vinton; general; 
ae nonprofit; $373,000; $121,000 (1950 budg- 
et). 

ILLINOIS 

District Health Center; Chicago; health 
center; ; . city; $3; 000; $1,164 (1950 
budget). 

Medical Center of Richland County; Ol- 


ney; general; 100; county; $1,806,000; $698,- 
400 (1950 budget). 
INDIANA 


Starke beget ga 10st Knox; general; 
x county; $312,7 103,140 (1950 budget). 
Freeman-Green ‘ounty Hospital; Lin- 


ton; general; 12;  dounty: $137,700; $45,566 . 


(1950 budget). 
Marion General Hospital; general; 
nonprofit; $77,180; $25,726 (1950 budget). 


KANSAS 
Susan B. Allen Memorial Hospital; El- 
dorado; general; 39; nonprofit; $639,400; 
$213,133 (1950 budget). 
. Francis Hospital; Topeka; general; 
a3 nonprofit; $440,400; $146,800 (1950 budg- 
et). 


KENTUCKY 


Clinton County Hospital; Albany; gen- 
eral; 20; county; $210,450; $70,150 (1950 
budget). 


Edmondson County Community ‘linic 
and Public Health Center; Brownsville; 
general and health center; 10; co anty; 
a 000; ie 000 (1950 budget). 

. J. Samson Community Hospital; Glas. 
oi. general; 71; nonprofit; $424,500; $141,- 
500 (1950 budget ® 

Good Samaritan Hospital; Lexington; 
general; 50; nonprofit; $450,000; $150,000 
(1950 budget). 

Methodist Evangelical Hospital; Louis- 

ville; general; 214; nonprofit; $3, 875,000; 
31, 261,666 (1950 budget). 

Allen County War Memorial Hospital; 
general; 26; county; $225,000; $75,000 (1949 


budget). 
LOUISIANA 

Lake ey ty? Hospital; general; 100; non- 
profit; $1,800,000; $100 000 (1950 budget); 
$1,066,750 (1951 budget). 

Memorial Hospital; New Orleans; gen- 

ral; 300; nonprofit; $4,792,500; $200,000 
(i949 budget); $186,875 (1950 budget). 


New Orleans Charity Hospital (male in- 
tern’s home 100 dormitory beds; state; 
$404,000; a7, 164 (1950 budget). 


MARYLAND 


Baltimore rae A Range oy Gn Ee 
Building; tuberculosis; ; $2,663 
650; $85,091 (1949. a: $528, 558 (1950 
budget). 

The Kent and Queen Anne’s Hospital; 
Chestertown; general; 11; nonprofit; $133,- 
000; $44,333 (1949 budget). 
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(Continued from page 84) 


out infringement upon the pro- 
fessional rights and dignity of the 
medical staff. It is axiomatic that 
satisfactory agreements between 
hospitals and physicians directing 
these departments be such as will 
best meet the local situations. It 
is recognized that a mutually satis- 
factory basis of financial arrange- 
ment may be salary, commission or 
privilege rental, private fees, or 
other arrangement as will most ef- 
fectively meet the needs of the 
local public, the individual hospi- 
tal and physician rendering the 
particular service, but in no in- 
stance should either the hospital 
or the physician exploit the other 
or the patient. 

The following statements were 
formulated by the two councils as 
a supplementary guide to hospitals 
for assistance in determining hos- 
pital-physician relationships in ra- 
diologic, pathologic, anesthesiolo- 
gic and physiatric departments: 

It is in the public interest that 
radiologic, pathologic, anesthesiologic 
and physiatric services be available 
in the hospital for complete diagnosis 
and patient care. 

Radiology, pathology, anesthesl- 
ology and physiatry are services vital 
to a high quality of patient care and 
are properly provided to hospital pa- 
tients in both inpatient and outpatient 
departments of hospitals as a part of 
their diagnosis, treatment and care. 

Physicians who are responsible for 
providing services, in departments of 


minutes 
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vents keratolytic action aan “soap 
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radiology, pathology, anesthesiology 
and physiatry, to hospital patients 
also assume administrative responsi- 
bility for directing the work of hos- 
pital personnel and the use of hospi- 
tal equipment in the departments 
under their supervision. 

Physicians who provide radiologic, 
pathologic, anesthesiologic and physi- 
atric services ordinarily have the ex- 
clusive privilege of rendering such 
services to all patients in a hospital. 

In the provision of service to the 
public, the granting of exclusive priv- 


ilege of practice to physicians in. de=s" 


partments of radiology, pathology, 








anesthesiology and physiatry necessi- 
tates control of the rates charged for 
those*services in the hospital. 
Hospital reimbursement of physi- 
cians for patient care rendered in 
radiologic, pathologic, anesthesiologic 
and physiatric departments of hospi- 
tals which provide the space and the 
equipment and pay the salaries and 
operating expenses of the depart- 
ments, constitutes a practice which 
has developed over the years and is 
acceptable to a majority of physicians 


,.,.darecting such departments. 
~~ ‘Medicine f not practiced by hospi- 


tals but is practiced in hospitals by 











NEW MIDLAND 
SOAP DISPENSER 


A heavily chrome plated port- 
able hydraulic foot pedal Soap 
Dispenser. Dispensing arm re- 
volves 360 degrees, allowirg 
two scrub-up sinks to be served. 
Easily filled reservoir holds three 
and one half pints of liquid. 
The dispenser carries a one 


year guarantee against de- 
fective parts and workmanship. 
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PRE-OPERATIVE 
““S$CRUB-UP” 


Before the operation, only the best soap 
is good enough to meet the exacting de- 
mand of pre-operative “scrub-up” .. . 
doctors and nurses turn to this mild, highly 
concentrated liquid surgical soap .. . 
especially formulated by Midland Labora- 
tory specialists. Write for full particulars. 








licensed physicians’ regardless of 
method of compensation. 

The Principles of Medical Ethics 
of the American Medical Association 
do not prohibit hospital employment 
of physicians to provide radiologic, 
pathologic, anesthesiologic and physi- 
atric services to patients at the re- 
quest of their attending physicians, 

Variations between local hospital 
situations preclude the establishment 
of a single method of compensating 
physicians working in radiologic, 
pathologic, anesthesiologic and physi- 
atric departments of hospitals as be- 
ing in the best interest of patient care 
and applicable to all hospitals. 

Net income accruing to a nonprofit 
hospital from the operation of any 
department, including specialized 
medical service departments, should 
be applied against the total cost of 
providing hospital services, and there- 
fore the net income of such depart- 
ments should not be used as the sole 
basis of determining compensation of 
staff members in these departments. 

Under usual enabling legislation, a 
prepayment hospital service plan may 
properly furnish radiologic, patho- 
logic, anesthesiologic and physiatric 
services to subscribers as part of its 
hospital service benefits. ; 

Most subscribers to prepayment 
hospital service plans request and are 
entitled to radiologic, pathologic, 
anesthesiologic and physiatric serv- 
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RHEIN BROTHERS 


MATTRESSES 
and get the best! 


Whether you furnish or refur- 
nish, be sure of construction 
details that wear . . . without 
repair . . . through years of 
heavy duty. 

IMMEDIATE SHIPMENTS and 
MONEY-BACK GUARANTEE 
make Rhein Brothers mattresses 
your best investment. 


For 45 years Manufacturers of 
Quality Mattresses 


RHEIN BROTHERS 
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with the exclusive Brooklyn ‘‘Resistall”’ 
baked-on enamel finish. Brooklyn’s “Resist- 
aa all’’ finish will not crack, chip, or peel under 
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ices as hospital benefits under their 
subscriber certificates. 

Physicians, hospitals and prepay- 
ment plans are confronted with the 
necessity of making available com- 
prehensive coverage, including serv- 
ices rendered in radiologic, patho- 
logic, anesthesiologic and physiatric 
departments of hospitals, to meet the 
public demand for complete prepaid 
hospital care. 
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(Continued from page 32) 


are suggested but not demanded. 
Everything points toward avoid- 
ing last-minute financial problems 
at the hour of discharge. 

Our policy has always been to 
review consistently and carefully 
accounts of patients while they are 
in the hospital. It has produced 
results with collection losses less 
than 2 per cent for the year 1949. 
There is no substitute for personal 
contacts in collecting accounts. We 
are not changing our policy; we 
are continuing it—LEE S. LANPHER, 
administrator, Lutheran Hospital, 
Cleveland. 


Higher charges account 
for part of increase 


I HAVE FOUND an increase in ac- 
counts receivable over the months 
since 1947. I have not been alarm- 
ed, for my monthly analysis of 
accounts discloses reasons for the 
increases. Accounts receivable are 
computed at the close of the month, 
and they include accounts in the 
house, Blue Cross and other hospi- 
tal insurance cases, compensation 
and indigent patients. I usually 
make the analysis after the fif- 
teenth of the month and find a 
substantially reduced figure. 

The higher charges for hospital 
care, in comparison with even 1947, 


account for a considerable amount. 


for patients admitted just prior to 
the last day of the month and for 
those who have not had opportun- 
ity to pay the weekly bill in ad- 
vance, which is our billing. The 
higher reimbursement from Blue 
Cross for the increasing number of 
these patients and the fact that 
some of them remain over the end 
of the month and cannot be billed 
until discharged account for a pro- 
portion of the increase. 


After the above have been given 
a chance to be paid and after we 
allocate the accounts awaiting liti- 
gation, auto accidents and the like, 
I find that the actual past-due ac- 
counts payable by patients, also 
influenced by higher rates, are not 
at all alarming. 


We always watch our accounts 
very closely. Every patient leay- 
ing without complete payment is 
required to see me or my assistant 
and to sign a note covering the 
balance. This permits suit, if nec- 
essary, on the note without obliga- 
tion to prove service. If the debt- 
or does not meet the obligation in 
accordance with the note, I may 
decide to turn the account over to 
our collector, in which case it is 
charged against our reserve, keep- 
ing the accounts receivable a true 
estimate of good collectible ac- 
counts. When collected by our 
man, it comes back in our books 
under “doubtful accounts recover- 
ed.” 

I have no present thought of 
changing our plan of credit and 
collections.—CARL P. WRIGHT, su- 
perintendent, General Hospital of 
Syracuse, N. Y. 
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The Campbell Bed Lamp clamps to the 
angle iron of the head section on any 
hospital bed; therefore permitting a per- 
fect reading position at all times regard- 


The Campbell Bed Lamp is fully adjustable through 
flexible joints and since it is easily detachable from its base, 
the lamp can be used for examinations. When turned up- 
ward, The Campbell Lamp provides an excellent night light. 


Available in white, brown or green 


baked enamel finishes. Price... 99-00 
Camphell amd company 918 RACE ST., CINCINNATI, OHIO 








SINCE 
1392, 


BAKER has 
distributed linens ex- 
pressly woven for the 
hospital and _institu- 
tional fields . ;. linens 
guaranteed to last 
longer and give 
greater satisfaction. 
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